with 


bon 


Tan‘and comple 


The law requires that the death certificate be executed within 24 hours after 


te has been signed by the attending physici 


director, page 3 should be detached for use as the burial-transit permit. Then please remove ca 
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TO HOSPITAL OR ATTENDING PHYSICIAN: 


20M S63 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


0191.0 CERTIFICATE OF DEATH 0189 
1 REG? DEATH 2, USUAL RESIDENCE (Where decoesed lived, If insiitution: Residence before admission) 
on 
rrol e STATE Maryland b. COUNTY ‘ 
Carroll sr eketee ry: Baltimore 
b. CITY OR TOWN (if outside corporeta limits, ¢. LENGTH OF STAY IN tb ¢. CITY OR TOWN {If outside corporete limits, writa RURAL end give naerast town) 
write RURAL end give naarast town} z . 
Sykesville Reisterstown Ye oe 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) d. STREET ADDRESS: a ia ve 1S Tange 
ON A FARM 
|__Grand View Hmme Old Hanover Road yes [_] No [f 
ba: i NAME OF | Middle = Last al er DATE Month Dey ‘Yor 
{Type oF print) Sarah Elizabeth Allman bean Feb.25, 1965 19 
5. SEX 6. COLOR OR RACE) 7, mARRIED [~] NEVER MARRIED [_] | 8; DATE OF BIRTH '|9. AGE (In yoors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
i 5 tast bitthdey) | Months) Dey: | Hours] Min. 
Female White At a = March 31, 1877 Birra! | Mente] evs | Hews Hin 
Te. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foraign country) | 12. CITIZEN OF WHAT COUNTRY? 


done during most of working 
Housewife Penna. U.S. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME - 


Christopher Crouse Adelaide Brennizer 
1S. WAS DECEASED EVER IN ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT Address _ 


har Seok (Ifyas give warordatesof sarvica) hh2-07-5987 Wn. C. Allman, Pleasant Hill Rd. Owings Mills 
, 7 INTERVAL BETWEEN 


if retired) 


1b. CAUSE OF DEATH [Enior only one cause par lina for (e), (b), end (e).] 


PART |. DEATH WAS CAUSED B' 
IMMEDIATE CAUSE { 


Conditions, if eny, which (b) 
Gove risa to immadieta cause 

(e), stating the un 
causa last, 


PART tl. OTHER SIGNIFICA‘ 


G 
INDITIONS ITRIBUTING DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIO} 


20a, ACCIDENT WAS UNDERLYING 1] c DESCRIBE HOW INJURY OCCURRED. (Entar nature of 


DUE TO 


PERFO! 


19. 
| fen 


jury in Pert | or Pert Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED, 


While Not While 
at work at work 


teaded by edéteased from... 


$ and that death occurred 


202. PLACE OF INJURY (Homa, farm,’ 20f. (City or town) ~~ (County) ~(Stete) 
fectory, street, eheca eee i 
a 


! 
, that (I) (we) last 


MEDICAL CERTIFICATION 


19 


tify that (1) (this “i 


ital) 


deceased alive , from the causes and on the date stated above. 

A 2b, DATE 
ATTENDING 

LUE PHYS. 


or is A S 
yre! ALC 


MD. 
7} 22d, ADDI 
eS, 
230. BURIAL, nein 23b. DATE THEREO! W3e7 NAME OF CEMETERY OR CREMATORY 
OVAL {Specity : 
urla Feb.27,1965 | Mt. Gilead 
24 FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 


J.F.Eline & Sons, Reisterstown, Md. 


{Stete) 


cdc, Md. 
25e. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


vate MAR 2 


€ 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


od 


= 1947 CERTIFICATE OF DEATH 01900 
s ~ _ 
22 By 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
2s° aie «Ad a. STATE b, COUNTY 
£22 Carroll MARYLAND Maryland Carroll 
as b. CITY OR TOWN (if outside Rerponntay limits, c. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Ba ee write RURAL and give nearest town) Pa 
2 8 Rural - Sykesville mths.,12 da. Westminster 
3 g x d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) * STREET AODRESS Ch GAIA 
=a 
Ses Springfield State Hospital Route #1 yes) nol] 
285 a Ree Ok First Middle Lest 4. fe Month Oay Year 
2 
2 (ype or print) SUSANNA CAPTOLA _ ANDERSON beth February 24, 19 65 
3 Boek 6. CDLOR OR RACE | 7, MARRIED [X] NEVER MARRIED [] | 8- OATE OF BIRTH 9. AGE pear TFUNOER 1 YEAR \IF UNOER 24 HRS. 
: Months | D: Hours | Min. 
gee Female White wivowe[-] __olvorcent-]| 06-30-04 66 fee | Ee) 
Es2 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR TL BIRTHPLACE (County & State, or foreign country) ) 12. CITIZEN OF WHAT 
B25 during most of working life, even If retlred) INDUSTRY COUNTRY? 
Bas Housewife - Maryland U.S.A. 
os 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Ze Bernard Hoffman Alverta Hoover 
© 
hee 15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT ‘Address 
=e (Yes, no, or unkown) | (If yes give war or dates of service) , i 
Ee no = 214-03-5878 | Springfield State Hosp. Records, Sykesvill 
ae 18. CAUSE OF DEATH (Enter only one cause per fine for (a), (b), and (c).) INTERVAL BETWEEN 
eels. PART |. DEATH WAS CAUSED BY: 7 : b 5 ONSET AND DEATH 
BuSS YG/ IMMEDIATE CAUSE (a) __ASDiration bronchopneumonia | eye ae 
Pl q 7/7X DUE TO 
= Conditions, if any, which 0) 
no gave rise to immediate a ae So he 3s =. Sh neo ee 
3 cause (a), stating the ( OVE TO 


underlying cause last, (c). 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED TO THE TERMINAL OISEASE CONDITIONGIVEN INPART1(e) |19. WAS AUTOPSY 
“ * a 3 ' PERFORMED? 

GBS with, disease gf, peace a pr uncertain cause, Huntington's ves [x] No [J 
203: ACCIDENT WAS UNDERLYING 20b. “DESCRTBE HOW INJURY OCCURRED. (Enter neture of injury in Part | or Part Il of item 18.) 

DR CONTRIBUTING CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year 


: The law requires that the death certificate be executed within ‘ hours after death. 


Page 4 may be retained by the hospital or atten 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys 


for use as the bur 
f Health prior to burial, 


20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, 
Hour a.m. While Not White factory, street, office bidg., etc.) 
p.m. 19 at work at work Oo 


21. 1 certify that % (this hospital) attend the deceased from. 1-12-19 64, ee 19 that Qf (we) last 
saw the deceased alive a 1965 _, t death occurred at 9 :2Om,"tronr the causes and on the date stated above. 
22a. 22b. DATE SIGNED 
fo, MEO Hieron CME on] 02-24-65 
ICIAN’S 22d. ADDRESS 
NAME (YP) Nagi BWyukunsal, M.D. Springfield State Hospital, Sykesville 
23a. pone | 23b. DATE THER! 


MOVALopesii "| 29. i 23c. NAME pnaicane EMATORY 23d, LOCATION (City, town or county) Dd 
«(Specify) Ta) 27- 2 } : 
ah DIRECTO) % ADORESS 

MS a Tita. 


‘, 25a. REC'D BY REGISTRAR | 25b. " REGISTRAR’S SIGNATURE 
was (|Z 
15M 4-64 


DAT! 5 


20f. (City or town) (County) (State) — 


MEDICAL CERTIFICATION 


director, page 3 should be detached 
should be filed with the State Dept. o! 


A 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01972 ‘CERTIFICATE OF DEATH 0190; 


\, PLACE OF DEATH : 2. USUAL MAL Vi deceased fived, Hf institution: Residence before edmission) 


2, COUNTY Ss CD R RQ Oo L Ps: saaiiteis ° “MAR i ee C AK RE Poli 


b. CITY OR TOWN {if outside corporate limits, . LENGTH OF STAY IN Ib ~¢, CITY OR TOWN [if 0 out ide LDA AD write RURAL end give neerest town) 


Ww CCTM TM TAL 3 Led? af Ww EST TH \ws TER 


ve NAME OF HOSPITAL eas (if not in hospital, give str: d, STR 


i \ 


thin 24 hours after \, 
—_ 
} 


led in by the funeral 


ages | and 2 s! 


d, STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 


are) i CHURCH cT \/2 0 fy. CHURCH Sylepee 


‘3. NAME OF First ae 2 “Month “Dey bE 


ee Hop CONRAD ARGAUCH | Hm FER] Up hy 22 


7. MARRIED (enter MARRIED ol “8. DATE OF BIRTH ia anit yeah RO ERT VES IF UNDER 1 YI i 3 19 > 24 a 
Months 


winowro[] _ivorceo [-] oCcy, 2 } J 894 P64 Oar ro ee 


Ob. KIND OF BUSINESS OR INDUSTRY Th GIRTHPLACE (County & te; or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
? Bui piwe CARROLL - MARYLAND UMITED sim 
NOAH 'W. ARBAUEA | SAKA FLATEL 


ee RTS bape ne ec ae SE 16. SOCIAL SECURITY NO,| 17. IYO! 2 ES cH 
Nn els (50-79) WE NeBUR OE | sted STEAM D- 


mn 


a] 


g physician and comple! 


permit. Then please remove carbon papers. 


ia, 72 hours after death. 


Months) Days 


Mp SEX Eh OR RACE 
Mh USUAL OCCUPATION (Give kind of work 
done during most of working lile, even il ret er 


hat BF (we) last 


, from the causes ad on its date stated above. 


21. fF certify that (I) (this hospital) ee the deceased from. J. 
saw the deceased alive on.. 2 eb, and that death occurred a 


22a. TURE, e 


R ATTENDING PHYSICIAN: The law requires that the death certificate be execu! 


22b, DATE 


VARA ne — ite + ree ae 
2a. coe AN Ee ix I: WELL VEN “WEST. INS TER. SAR Var 


23¢, BURIAL, CREMATION, | 23b. ~ DATE THEREOF at NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) {Stete) 


BORIAIY FEB. 25 1968\ WESTHIVSTER CLMETED fen i a 


YR AIS (4) 24 FUNERAL ere SIGNATU! ADDRESS 2Sa. RA'D BY REGISTRAR | 25b. SES SIRS SIGNATURE 
ae J fase C- ple MEST ip STER, HO, 


= 

a] 

€ 

= 

B 

£ 
€ Fs 18. CAUSE OF Ki [Enter only one cause per line for (e), (b), and {e).) Wwe INTERVAL BETWEEN ? 
32 PART |. DEATH WAS CAUSED BY: E MoM R D ap 2 bi 
23 HMMEDIATE CAUSE (a)_ Ay Lx iv) ii 6 ‘gs Di N tA LE fc. 
& = , 
ao 2 / DUE TO 
gua . : 
get Gtinn sees Te COR OMARY INS sidis a eae 2 Monty 
"3 3 J gave rise to immediete ceuse 
= nS (0), stating the underlying ( OUETO 
bed eo cause last, (e) 
4g +e z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)) 19. Bee a rOrsy 
2 = =_ a RMED? 
BE © A\< yes [J] no [ 
ve ) 
os 35 a = Se TAKE TT eee SaaS ns 
£8 = |20e. ACCIDENT WAS UNDERLYING. By 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Pert Il of item 18.) 
ond Fe | OR CONTRIBUTING [] CAUSE 
SEy S | UF EITHER, NOTIFY MEDICAL EXAMINER) 
Bss z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, Jam, 20f, {City or town) (County) (Stete) 
3< ff 5 eck ae While __ Not While factory, street, office bldg., etc.) | 
£ ae z ae 19 at work |] et work [_] | 
208 
£9 

= 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


director, page 3 should 


TO HOSPIT. 
death, Pag 


TO FUNE! 


okEB 29 196) 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH 


gave rise to Immediate 
cause (a), stating the UE TO 
underlyIng cause last. (c) 


—* 1 | bbs 3 OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 

2 Jeane CERTIFICATE OF DEATH 01902 

§ 223 1. PLAGE OF DEATH 2. USUAL RESIDENGE (Where deceased lived, If Institution: Residence before admission) 
2°e a. COUNTY C 11 a. STATE ,- b. COUNTY 

= 2,2 Lice! MARYLAND Maryland Carroll 

Ss ae b. CITY OR TOWN (If outside cor; porate limits, ¢. LENGTH OF STAY IN 1b || .¢ CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 

ve #88 2 write RURAL and give nearest town) 6 AG ¥ 

goes Westminster days Vestminster 

e. én d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street eddress) fe STREET ADDRESS 6. 1S RESIDENCE 

is ees 44 Carroll County General Hospital 21 Milton Avenue yves[_] nok] 

= ss= a First Middle Last 4, DATE Month Day Year 

= #35. 

= Sy | _ ine orn LLOYD LOWNDES BELL DEATH a: 7 26S 

3 ; 5. SEX 6. COLOR OR RACE | 7, MARRIED [X] NEVER MARRIED] | & DATE OF BIRTH 3. AGE (in years [IFUNDERI YEAR IFUNDER 24 HRS. 

; M y Months | Days | Hours | Min. 

g BES male white winoweo[] _—ivorceo J] Oct. 23, 1895 68 Ea ae 

o. Loe 0a, USUAL OCCUPATION (Give Kind of work done) Ob. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 

3 Ss Ba during most of working life, even If retired’ i COUNTRY? 

2 B88 retired employee o amb: or “Company Westminster, Maryland U.S.A. 

B = oe 13. FATHER'S NAME 14. MOTHER’S MAIDEN NAME 

= . . 

= Bee Edwin B. Bell Barbara Bichorn 

GE ve 15. WAS DECEASED EVER INU'S.ARMEDFORCES? | 16. SOCIAL SECURITYNO. | 17. INFORMANT ‘Address 

= £e Ss (Yes, no, or yey gre a putes oFseice) 

= Ee yes World War I 12-01-8764 Mrs. Lloyd L. Bell same 
22S — 

2 Sle 18. CAUSE OF DEATH LEnter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 

£2 Pe8 PART 1. DEATH WAS ORUSED BY: Lo ur- 4 watery A 3 ONSET AND DEATH 

pat eat IMMEDIATE CAUSE (a)__L7 © UTS Ly mMPHo BLA é EeveemiA | A mo. 
Be 5 Ps 

53 os ‘ mn DUE TO 

$20 Conditions, If any, which (0) 

3 

= 

E 

© 

= 


PHYSICIAN: 
After this certificate has been s 


d with the State Dept. of Health prior to burial, 


le 


age 3 should be detached for use as the bur 
should be file 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 


TO HOSPITAL OR ATTENDING 
director, p: 


& | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART 1(a) 19. Was AUTOPSY 
(5) 5 
3 - YES no] 
i | 208, ACCIDENT WAS UNDERLYING [7 200. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Pert F or Part IT of Item 18.) 
& | OR CONTRIBUTING (] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
‘a Hour e.m. While Not While factory, street, office bidg., etc.) 
a 
= at work at work [1 

211 certify that (I) (this hospital) attended the dece; cat fro 1925 to. c 19S" that (I) (we) last 

saw the déceased alive o TA 92S and that death occurred at] 75M, from the causes at on the fale stated above. 

é ATTENDING 
| feed [aay M.D erie oie O 2 2/7 fo 
5 oe ADDRESS 
NAME (Type) 1 
23a. ala Ld 23d. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
pecify) ‘ 
Pee 2/10/65 Meadow Branch Cemetery | nr Westminster, Maryland 


ADDRESS. 
~ 


25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 
es Sy 


wai DIRECTOR Dip fh 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within S hours after death. 


Page 4 may be retained by the hospital or attending physician, 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in 


—, 


he 


by the funeral 
2 hours sftemde 


Pages 


ers. 


mit, Then please remove carbon pap 


-transit pe 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, w) 


director, page 3 should be detached for use as the burial 


VR A15 (4) 
15M 4-64 


3 MARYLAND STATE DEPARTMENT OF HEALTH <a 
__# _ DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Va Oo One 
07994 CERTIFICATE OF DEATH 01903 


1, PLACE OF DEATH 2 JAY RES! ENCE-\ Where deceased lived, If Institution: Residence before admlsston) 
SSR a. STATE b. COUNTY ‘i 
Carroll MARYLAND Maryland Monte omer. 
b. CITY DR TOWN (if outside eo! Noma Ilmits, . LENGTH DF STAY IN 1b || c. CITY DR TDWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) - 5 
Sykesville 3)yrs.2mos .25dy#. Unk. 44 K- ok 
4 d. NAME DF HDSPITAL OR INSTITUTION (if not in hospltal, give street address) || d. STREET ADDRESS @. 1S RESIDENCE 
3 $ " ‘5 ON A FARM? 
Springfield State Hospital Unk. ves) ind 
d BEMERE ED First Middle Last 4. LG Month Day Yeer 
(ype or print) NETTIE (NEN) BENJAMIN DEATH February 1 1965 
5. SEX 6. CDLDR DR RACE | 7, marRieD [] NEVER MARRIED[]| & DATE OF BIRTH 9. AGE (tn years [IFUNDER 1 YEAR [FUNDER 24 HRS. 
last birthday) [Months | Days | Hours | Min. 
Female White WIDDWED [X] pivorceo[]| Unke ny 
10a. USUAL OCCUPATIDN (Give kind of work done| 1Db. KIND DF BUSINESS DR 11. BIRTHPLACE (County & State, or forelon country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY ¥ COUNTRY? 
Housewife Virginia USid x 
13. FATHER’S NAME 14. MDTHER’S MAIDEN NAME 
Unk. Unk. 
15. WAS DECEASED EVER INU.S. ARMEDFDRCES? | 16. SDCIALSECURITYND. | 17. INFORMANT Address 


(Yes,.no,,or unkown) | (If yes give war or dates of service) 


No None Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).] INTERVAL BETWEEN 
ONSET AND DEATH 
PART |, DEATH WAS CAUSED BY: . 
| IMMEDIATE CAUSE (a) Septicemia Weeks 
to &| DUE TO 
Conditions, If any, which Multiple infected bedsores Weeks 
gave rise to Immediate 
cause (a), stating the DUE TD 
underlying cause last. ()_Arteriosclerotic cardipva scular disease Years 
& Ba 1 Teen AW eT eee ee ee eer ERMINAL DI pee Me ge RS 19,” Was AUTOPSY 
& i i ° actl 
5 ociopathic personality disturbance, antisocial re vist] NO fe] 
= | 20a, ACCIDENT WAS UNDERLYING 206, DESCRIBE HOW INJURY DCCURRED, (Enter nature of Injury in Pert | or Part ll of item 16.) 
& | OR CDNTRIBUTING CAUSE DF DEATH 
© | (IF EITHER, NDTIFY MEDICAL EXAMINER) 
& | 2c. TIME DF INJURY Month, Day, Year ) 20d. INJURY OCCURRED | 20. PLAGE OF INJURY (Home, farm,| 207. (City or town) (County) (State) 
Ss Hour a.m, While Not While factory, street, office bidg., etc.) 
& 
= p.m. 19 at work at work 
21. | certify that (1) (this hospital ‘ the deceased fro! Lig, k 19___, that (1) (we) last 
saw the deceased alive on_¢7L~ 19____, and that death pccurred at—*7M, the causes and on the date stated abpve. 
=) SIGNATURE 22b, DATE SIGNED 
ie ATTENDING MED, STAFF 
as Bee DrePHYS. LJ _irector C1] PHys. 2-2~65 
22c, PHYSICIAN'S 22d. ADDRESS j i E i 
WHE antonius GlahnW, D | avantiiie. Hasy e ty 
ntonius Glahny-M. D. ville, Marylan 


23b. DATE THEREDF 


= ene ¢ 
EMOVAL ¢Spectty De 
u t 
24. FUNERAL DIREQTOR 
gy 
Mee SS 


DRY | 23d. /LOCATION (City, town or county) (Stato) 


BY ane): a te Fe : 
ore FEB 5 1965 feos 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


The law requires that the death certificate be executed within ¢ h 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physici 


ge a 
3.0228 
ua eer 
ee 
he ae 
— £25 
>, 
fe. 
- aos 
B £ Sf 
2 S45 
sen 
ese 
S, 
sce 
2s 
é3 
Efe 
sie 
3 
z 
5 
pe 
(3 


, cremation, or removal, and in afy gyent, 


-transit permit. Then please rei 


director, page 3 should be detached for use as the burial 
should be filed with the State Dept. of Health prior to buria 


VR A15 (4) 
15M 4-64 


—s 
(Zz 


MARYLAND STATE DEPARTMENT OF HEALTH 
= DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, i904 


91915 CERTIFICATE OF DEATH 
1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admissl ) 
5, OG a. STATE b. COUNTY 
Carroll MARYLANO Mar d. Baltimore City aw 
b. CITY OR TOWN (If outside purcete limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town, 
write RURAL and give nearest town) 
Sykesville 5 days Baltimore 2g0/- 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET AOORESS 8. Leas 
1d State Hospital 190 East 29th St. ves] _nofd 
3. NAME OF First Middle Last 4, DATE Month Oay Year 
DECEASED OF 
(Type or print) JANES FRANKLIN BURKE DEATH Feb 19 
5. SEX 6. COLOR OR RACE | 7, MARRIED [je] NEVER MARRIED [}| 8 OATE OF BIRTH 9. AGE (In years | IF UNDER T YEAR|IF UNDER 24 HRS. 
last birthday) | Months | Days | Hours | Min. 
Male White wiboweo [] oworceo[]| 3-9-1); yrs. 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INOUSTRY COUNTRY? 
borer Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 
Daniel Burke Lucy Bush 
15. WAS OEC EASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
No Unk. Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. OEATH WAS CAUSEO BY: cee Oe 
* IMMEOIATE cause (a)_ACute alcohol intoxication Days 
na OUE TO 
Conditions, If any, which (b) 


gave rise to Immediate 
cause (a), stating the QUE TO 
underlying cause last. (c) 


PART It, OTHER SIGNIFICANT CONDITIONSCONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL O1SEASE CONOITION GIVEN IN PART (a) 
Acute brdn syndrome associated with alcohol intoxication 
20a, ACCIOENT WAS UNDERLYING 


OR CONTRIBUTING [ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEOICAL EXAMINER) 


20c. TIME OF INJURY Month, Oay, Year 
Hour a.m. 
p.m. 


19. WAS AUTOPSY 
PERFORMEO? 
yes[} NO 
206. OESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part | or Part Il of item 18) 


20d. INJURY OCCURREO | 208. PLACE OF INJURY (Home, farm, 


While Not White factory, street, office bidg., etc.) 
at work} at work] 


20f. (City or town) (County) (State) 


MEOICAL CERTIFICATION 


19 


21. | certify that (I) (this hospital) attended the deceased fro1 Qs i Slob] 19___, that (I) (we) last 

saw the deceased alive on abs 19_____, and that death occurred at 2M, the causes and on the date stated above. 
22a. SIGNATURI r . |". OATE SIGNEO 

Ca wo EO itor SM pal 2-9-65 
22c. PHYSICIAN'S 22d. AOORESSS, ri field State Hospital 
MAMET) Octavio A. Ruiz, KC D. Sykesei Ma, Maryland. 
23a, BURIAL, CREMATION,| 23b. OATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION City, town or county) (State) 

ERP RC” \2.firfis- | COARRAIVE PANIC GALTO. PIO - 


2 AODRESS r 25a. REC’O BY REGISTRAR | 25b. REG STRAR'S SIGNATURE 
Pow Hod 34) Lor OP | FEB 1119 5 ferent age 


i 


3, Page 5 may be 


a 


@....: 


TO DEPUTY MED) 


mm 
2 
ml 


\ 
3... = \ 


y 


ithin 24 hours after death. If any del 


This certificate should be executed w' 
ificate, writing the word “pending” in pencil in Item 18. Give Pa 


Please execute the certi 


F, 
we 


3 to the funeral 
hours after deaf, 


and 


ee 


be used as a burial-transit permit. File pages 1 and 2 


of Health or its designated agent, prior to burial, cremation, or removal, and in any event 


Page 3 should 


Page 4 should be forwarded to the Chief Medical Examiner's Office along with 


retained for your files. 
TO FUNERAL DIRECTOR: 


director. 


a 
VR AISME 
3500 4-64 


dn MARYLAND STATE DEPARTMENT OF HEALTH 
01 eyiger of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH 01905 | 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a. COUNTY & Cea ee 7. a. STATE 4p) aty tin” COUNTY LY 


b. CITY OR TOWN (If outside coer eis, limits, ¢. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporete limits, write RURAL WA nefrest town) 


We RURAL ayid give nearest town) x oy YS > vst FA WA 


Slrtins fe 


E OF BrP Oe INSTITUTION (If not in hospital, give street address) || d. STREET ADDRESS @. IS RESIOENCE 
(cm EXE A. ve fe. / ON A FARM? 


ves{]_no(S- 
3. NAME OF First di = Last 4 DATE Month Oa: Yeer 
a m [fisies EY Bt ferk tam Fer FP” Go 


- SEX 6. GOLOR OR RAGE | 7. MARRIEO [EP-NEVER MARRIED [~] | ® DATE OF BIRTH &._AGE (In yaors [IFUNDER YEAR|IF UNGER 24S. 


MALE | a wiooweo'[] oworceol]| (Vou 24 !&99 " eae 


fay) | Months | Oays 


yrs. 
10a. USUAL OCCUPATION (Give kind of work "| 0b. rine SR USINES OR 11. BIRTHPLACE (State or ete 12. CITIZEN OF WHAT 


during most of working Ilfe, even if retired) OUST! Vos A ST /¢ ya 0 CQUNTRY? 
4 


Ni winlan or LIA no A 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Pa RN SGETC w Tey [Pv 7a ee EROWE Collen 


15. WAS OECEASED EVER INU.S. ARMEOFORCES?7 | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) | (Ifyes give war or dates of service) RB SAG IR Mes dpm - L Bo Teh a3 si Ks 2 e ed 


° 
18. GAUSE OF DEATH [Enter only one cause per fine for (a), (b), and (c).2 INTERVAL BETWEEN 


: a ONSET ANO OEATH 

Lo mn outs YNy oc padeadPufmsTon | Snr 
aS OUE TO 

Conditions, If any, which ml $2) Tenia “DF tRthet- 2 Kt OE Oe Per) re, 


gave rise to Immediate 
cause (6), stating the ( DUE TO 
underlying cause last. (c). 


& | PART 11. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOTRELATEO TO THE TERMINAL DISEASE CONOITION GIVEN INPART 1{a) |19. WAS AUTOPSY 
= > 2s =e 
3 Yes [} No [> 
& [20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
& | PRIMARY [) or CONTRIBUTING C) 
#1 | CAUSE OF DEATH. 
3% | 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) State) 
= Hour am. While Not While factory, street, office bidg., etc.) 
= p.m, 19 et work] at work 
21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection | inquiry [_], and in my opinion 
death resulted from: Natural causes [L7~ Accident [_], Suicide [_], Homicide [], Undetermined manner [_] 
- CHIEF MEOICAL EXAMINER [_] 
SereTuR call (Si mo, ASSISTANT MEDICAL EXAMINER ["] 22. OATE SIGNED 
OEPUTY MEOICAL EXAMINER -G- 
EXAMINER'S ee. eS! GS 
NAME (Type) Address (Street, city, town, or county) 


23a. BEROVAL een 23b. ,DATE THEREOF A 
pecify) 
Boren) EV AST a vergreen Memorwnl Ein ksb up fel 
24. “FUNERAL DIRECTOR ADDRESS 25a. REC’O BY REGISTRAR] 25b. REGISTRAR’S SIGNATURE 


TF. Fhi'we t50ns” [lersfers eee, Cfol-_| one FEB 11 49 §  felnnd erly Jardge. 


23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


cessary, 


TO DEPUTY > This 


ificate should be executed within 24 hours after death. {f any | 
re 


ing the word “pending” in pencil in 


and 3 to the funeral 
. Page 5 may be 


s 1, 2, 


form PM3. 


‘ 


Item 18. Give Pa 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with 


iti 
Id be forwarded to the 


please execute the certificate, wri 
retained for your files. 


VR A1SME 
3500 4-64 


| Examiner’s Office along with 


Chief Medica 


director. Page 4 shou 


MARYLAND STATE DEPARTMENT OF HEALTH 
on of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH 01906 


A 1, PLACE OF DEATH : 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
2 COUNTY G1 saat @. STATE b. COUNTY 
# MARYLAND Har and mn RI hr ave nearest omar 
Le: b. oT ee OF preteen Pa ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (ifoutside corporete limits, write RURAL end give nearest town, 
3 
a Westminster D.eOeAs 27__ Westminster 
ae d. NAME OF HDSPITAL OR INSTITUTION (If not In hospital, give street eddress) || d. STREET ADDRESS @. 1S RESIDENCE 
£2 Carroll Co.General Hospital } 270 Valen Road yes] _nofxl 
% < .: pee First Middle Lest 4. pate Month Day Yeer 
(Type or print) STANLEY Ae CHAMPION | DEATH FEB. 10 19% 5) 
5. SEX 6. COLOR OR RACE |7, MARRIED [-] NEVER MARRIED [-]| 8 DATE OF BIRTH 9. AGE (In yeers | IFUNDER 1 YEARJIFUNDER 24 HRS, 
last birthday) Months} Deys | Hours | Min, 
male white wipowen [-] pivorceDX]| July 31,191 1 yrs. 
10a. USUAL OCCUPATIDN (Give kind of work done] 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Vice-President [Koo ntz Creamry Maryland U.SeAe 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Rufus Z. Champion 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY NO. 
(Yes, ne, or unkown) | (If yes give war or dates of service} 


Agalia EH. Aldridge 


17. INFORMANT Address 


yes W.W. 11 216-03-5633!| Mrs. Azalia E.Champi 
18. CAUSE OF DEATH [Enter only one cause peytine for (a), (b), and (c}.] 5 INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: ne y}) 
___ IMMEDIATE CAUSE (a) “faa 
4G 3 DUE TD z2 uhy 
Conditions, If any, which (b) 4-4) = is. 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. Cc} 


(c). 
PART I]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


cremation, or removal, and in any event wi 


f 


19. WAS AUTOPSY 
PERFORMED? 
ves [] NOW] 


2Da. EXTERNAL CAUSE WAS 20d. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
Cee eck Rae oO 


prior to burial 


MEOICAL CERTIFICATION 


DEPUTY MEDJCAL EXAMINER ZVEGS 


ER hd balinndih eaeeTeLe tell ud 


23c. NAME OF CEMETERY OR CREMATORY 


EXAMINER'S 
NAME (Type) 


23a. FG Soest) 


ae a 23b. DATE THEREDF 
B 


2= 13-1965 
24. FUNERAL DIRECTOR ADDRESS 


C. M. Waltz, Box 241, Sykesville, Md. 


23d. LOCATION (City, town or county) (State)" 


13 20. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) Gtete) 
2 Hour am. While Not While factory, street, office bidg., etc.} 

4 at work im) at work 

3s 21. | certify that | took charge of the remains described above, held an Autopsy [_|, _ Inspection A. Inquiry [_], and In my opinion 
a death resulted from: Suicide [_], Homicide [_], Undetermined manner [_] 

i CHIEF MEDICAL EXAMINER [_] 

2 ACTUAL 22, DATE SIGNED. 
ve SIGNATUR' Mop, ASSISTANT MEDICAL EXAMINER [—] ED 
3 

= 

3 

=. 

S 


25a. 


on FEB 15. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


Mi 01918 


MARYLAND STATE DEPARIMENT OF MEALINA 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


01907 


ZS 1, PLACE OF DEATH 2. USUAL RESIDENCE (Whara daceased lived, If Institution: Residence befor 
Rare ghee uig e. STATE b. COUNTY 
Sg Carroll _ MARYLAND Maryland 2. 
z3 b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH Of STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give nee: 
oy write RURAL end give nearest lown) 
32 Rural - Sykesville _y,9m, 27 4 1200 E, Baltimore Street 2 . 
an im d, NAME OF HOSPITAL OR INSTITUTION {if not In hospital, give street eddress) d. STREET ADDRESS 48 RESIDENCE 
as ‘ON A FARM? 
-o 
ve -Springfi eld State Hospital _ be || __—~Baltimore _ . ves [] No [¢ 
aa (AME OF First Middle ~ best 4. DATE Month Day ‘Yeer 
DECEASED OF 
, aoa oTTo CHARLES _ COLLIGNON pent 2 10.1965 
Sees 6. COLOR OR RACE|7, MARRIED PK] NEVER MARRIED [] | 8- OATE OF BIRTH 9. AGE (In yeers |IF UNDER} YEAR| IF UNDER 24 HRS. 
ley) birthdey) | Months) Deys | Hours al Min, 
WwW wipowed [] _pivorceo [_] fy | 01 yrs. | | 


10e. USUAL OCCUPATION (Give kind of work 
done during most of working life, nif retired) 


Blacksmith 


10b. KIND Of BUSINESS OR INDUSTRY 
Revere Copper & Brass 


"| 12. CITIZEN OF WHAT COUNTRY? 


USA 


TM. BIRTHPLACE (County & St 


Tllinois 


}, oF foreign country) 


13. FATHER'S NAME 


Otto Collignon 


14. MOTHER'S MAIDEN NAME 


Alta Robinson 


(Yes, no, or unkown) 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(ifyesgivawaror dates ofservica) 


beet 333-1 3-01-4506 NO, 


17, INFORMANT 


Address 


director, page 3 should be detached for use as the burial-transit permit. Then please remove’ carbon 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any evént, 


death. Page 4 may be retained by the hospi 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 2 


VR AIS (4) 
20M 5-63 


res 1917-19; 1919-22 _ Record, Springfield Hospital, Sykesville _ 
a 18. CAUSE OF DEATH [Enter only ona ceuse per line for (e], (b), end (c).] “INTERVAL BETWEEN 

2 PART |. DEATH WAS CAUSED BY: : Cea Plated ele) 
= IMMEDIATE CAUSE (a) FULmonary edema and bronchopneumonia _days 

6 iene 

g x 2. , DUE TO 

3 ditions, if any, which w Heart failure . d weeks 

5 ave riso to immediote couse | —— > | 

cs) (a), steting the underl 2 . 

6 cous las, «_Arteriosclerotic heart disease years 


saw the deceased alive ne as By 


22e. SIGI 


Cee ee eS 


MD. 


ATTENDING STAFF 
PHYS. 


Oo 


DIRECTOR 1 pays. if Ae 


Fs PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN | iN PART 1 9. WAS AUTOPSY 
ai 
\|<Chronic Brain Syndrome, presenile brain disease ves BR No [] 

i | 20a. ACCIDENT WAS UNDERLYING [] 2Db, DESCRIBE HOW INJURY OCCURRED, (E: injury i i) it I of Item 18. 

g Of CONTRIBUTING [-] CAUSE OF DEATH ‘Db. INJURY O% ee noture of injury in Part | or Pert Il of Item 18.) 

| (IF EITHER, NOTIFY MEDICAL EXAMINER) 

s 2De. TIME OF INJURY Month, Dey, Year | 2Dd. INJURY OCCURRED | 2De, PLACE OF INJURY (Home, ferm, i 20f. (City or town) (County) (State) 

= Hoarilic. mi While __ Not While fectory, street, office bidg., etc.) | 

*h pate 19 at work ["] et work nee \ — 


22b. DATE 


jNED 


ohne 


22c. PHYSICIAN'S — 


Name (yr°) Herman Reiner, M. D. 


22d. ADDRESS 


23e. BURIAL, CREMATION, 


Bian ee) 


23b. DATE THEREOF 


“h NAME OF CEMETERY 


R oer 


} 


igs La ge aha (City, town or county) 


Road 


24 FUNERAL DIRECTOR'S SIGNATURE 


by 


JA 15-65" 


hia 
ADI 


ot Mational 1 Come 


A 


25a. REC’ 


oat 6B 


a 5 196 2: 


0 1965 _¢ 


18 gprs "bag ue 


\ 
2 


The law requires that the death certificate be executed within 24 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN 


SS eee 
MARYLAND STATE DEPARTMENT OF HEALTH 


1939 OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MATOS 
2 4 CERTIFICATE OF DEATH f 
S 
225 1, Pa ee 2. USUAL RESIOENCE (Where deceased lived, If Institution: Residence before cans stop) 
= 5 i b, COUNTY 
fore C a. STATE 
2S arroll MARYLAND faryd and Cecil 
= 35 b. CITY OR TOWN (if outside cor; porate limits, ¢. LENGTH OF STAY IN 1b || ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
BEY write RURAL and give nearest town) 
Ee Sykesville 3mos.2dys. Charlestown xX: ¢ 
gaa d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |) d. STREET ADDRESS & is RESIDENCE 
2sr )- ; 
82 /S| Springfield State Hospital Bladen Street ves] nobel 
3 S = 3. bo First Middle Last 4. OATE Month Oay Year 
3.5 
= ype or print) MAE BURDELL COOPER OEATH Februar 26 19 65 
: 5. SEX 6. COLOR OR RACE | 7. maRRIEO [SE] NEVER MARRIED[-] | & DATE OF BIRTH 9. AGE (In me iF uwodr vem or 
= FB wlooweD [-] pivorceD[-]| 6=5=1697 67 yrs. | | 
ae 10a. USUAL OCCUPATION (Give kind of work done| 10b. KINO OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
3 2u during most of working life, even If retired} INOUSTRY COUNTRY? 
Bee Housewi fe U.S.A, — 
2°35 13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 
Gece 
Bea William T. Montgomery Gatharindtky: Cloud 
Baa 15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
2 Ss (Yes, no, or unkown) | (Ifyes give war or dates of service) 
sas No rg hd Unk. Records, Springfield State Hospital 2 
= oe 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] TANSEY ANO DEATH 
i3es PART I. OEATH WAS CAUSED BY: A 
Sl85 y IMMEDIATE CAUSE (a)__Bronchopneumonia |_ Days 
‘3S ot 
2 SS / DUE TO ; " 
£655 Conditions, if any, which w_Arteriosclerotic heart disease Years 
Ser gave rise to Immediate { 
£ es7 cause (a), stating the - 
3 ee underlying cause last, «Generalized arteriosclerosis Years 
g2,2 s ene OJHER Bee evar one TIONS CONTRIBUTING JO OEAT el THETERMINAI leg (ea ITION GIVEN qe ry 19, WAS AUTOPSY 
secs iz . a rain s. Tone associated with cerebral ar osclerosis, W ves Fy] No El 
= f52 id chotic reaction 
eS bhai = Zit, ACCIOENT RS UNOERLYING | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part ¥ or Part II of Item 18.) 
3S 
e S22 # (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 B28 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED {20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
s a a Hour am. while Not While factory, street, office bldg., etc.) 
B228 = p.m. 19 _|at work] _at work 
Bee 21. | certify that (1) (this hospital) attended the deceased from 11—2 9__, ty. 22 , 19__, that (1) (we) last 
s e2e saw the deceased alive on_2=26=65____19_, and that death occurred at LOMAMom the causes and on the date stated above. 
aS SIGNATPRE 22b. OATE SIGNEO 
£5 g8 be and Bye NS] Blatcror Pave. 2-26-65 
Baas | |. -RRTaRS “226. KORESS Springfield State Hospital 
> } 
< Bs : ye?) Antonius Glahn/M./ D. Syke stills » Maryland + 
Ss — —— 
Sree 23a. BURIAL, CREMATION,| 23. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (tate) 
& OSG Bs iN crt | 
REGIST GRATURE 
0 E aT 
apne" [7 LE wMAR 81965 joeorntea Susagen 


. 
J 
\ ek 


filled in by the f; 
Pages 1 


The law requires that the death certificate be executed within 24 hours after death. 
bon papers. 


ind completely 


fease réuiove carl 


transit permit. Then 


Page 4 may be retained by the hospital or attending physician. 


After this certificate has been signed by the attending physiot 


director, page 3 should be detached for use as the burial: 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO FUNERAL DIRECTOR: 


VR AIS (4) 
15M 4-64 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, amdaigt aay event, within 72 hours after 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01929 CERTIFICATE OF DEATH ( 

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutfon: Residence before admission) 
e. COUNTY ©. STATE b, COUNTY : »/h 
Carroll MARYLAND laryland alto., City 

b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town) ‘3 
Sykesville l mo, 3 dys. Baltimore 3 4. of 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) || d. STREET ADDRESS i PE ee 
Springfield State Hospital 500) Roland Avenue 212101 vesC) not 
3. NAME OF First Middle Lest 4. DATE Month Day Year 
DECEASED OF 
(Type or print) ROBERT HARRIS COOPER, DEATH February 15 19 
5. SEX 6. COLOR OR RACE ]7, MARRIED [5g NEVER MARRIED[-] | & DATE OF BIRTH 9. AGE (In years | (FUNDER 1 YEAR |IF UNDER 24HRS. 
last birthday) (Months Days | Hours | Min. 
Male White WIDOWED [_] pivorceo[]| 5-6-1889 75 yrs. 
10a. USUAL OCCUPATION (Give Kind of work done) 1Db. KIND OF BUSINESS OR TL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working Ilfe, even If retired) INDUSTRY COUNTRY? 
Retired Gen'1_Salesmnegr California U.S.A 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME = 
Frederick T. Cooper Pauline Tovaillon 
15. WAS DECEASED EVER INU.S. ARMED FORGES? | 16. BEA R 
(Yes, no, or unkown) | (Ifyes give war or dates of service) Cee reer Pe gine acc a Aas, Roland Ave. 
No 21.6-07-9025 __| Mrsy Charlotte Iu.! Cooper! Baltimore Md._10_ 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), end (c).] = ? Mies . INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 4 . ; NSE een 
# IMMEDIATE CAUSE (a). years. 
THO?D DUE To 
Conditions, If ony, which ay Generalized arteriosclerosis years 


gave rise to Immediate 
cause (a), stating the QUE TO 
underlying ceuse last, (c) 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITION GIVEN IN PART (a) 19. WAS AUTOPSY 
Tentative: Chronic brain syndrome associated with cerebral vest] WE 


2Da, ACCIDENT WAS UNDERLYING fh 
OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTI JEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


2Dd. INJURY OCCURRED | 206. PLACE OF al SECT OR 
Hour e. While Not While factory, street, office bldg., etc.) 
p.m, at work] et work im] 


21. | certify that (1) (this hospital) attended the deceased be ise ao ae 19____, that (I) (we) last 
saw the deceased alive on__2.15.65 __19____,, and that death occurred ut* 30 from the causes and on the date stated above. 


2Df. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


22a. NATURE 22b. DATE SIGNED 
ATTENDING MED, STAFF 
deh or, wv, PHY “®) Bintoror CJ pave, FE}| 2-16-65 
ASICIAN'S — | 22d. ADDRESS Springfield State Hospital 
Sy] i 
23a. BURIAL, CREMATION,| 23b. DATE THEREOF 7 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


REMOVAL (Specify) 


Buri 2/19/1965 


24. FUNERAL DIRECTOR aE p ae IAA, 


np. Prebros « ee Ope AAO 


Loudon Park Cemetery Baltimore, Maryland 


2a, REDD BY REGISTAAE | Dob RELISTS SIGNATURE 
lag J 
DATE Chorbrg Yoga 


MARYLAND STATE DEPAKIMENT OF MEALIN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01323 CERTIFICATE OF DEATH O1910 


ae 


5 Bz 
€ $ 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission} 
oe 25 8. COUNTY ¢. STATE b. COUNTY 
3 SNe Carroll ___MARYLAND | Maryland Baltimore_ 
re ie 8 he OR TOWN {if LENGTH OF STAY IN Ib . CITY OR TOWN (Hf outside corporeta limits, write RURAL and give neerest lown) 
~~ bt 
o fee Balti Z ! 
ra selday||__ altimore 4 j a 
= 3 Bs i. ME OF HOSPITAL OR INSTITUTION {if not in hospital, give street address) te . STREET ADDRESS = 3 . “! ACS 
oy IN A FARM 
ee P 
@. 8 )‘|_Springfield State Hospital 2 1615 Park Avenue vs (1 No KI] 
= 2 Bn EG poerncrs First Middle Lest 7 “4. DATE Month Dey 
5 Ban E OF 
8 E ae (ype or print) FLORENCE BARNARD CROWN pee February 8 1965 
° 8és 5. SEX ~ |6, COLOR OR RACE 7. MARRIED [DJNever marie f&) | 8 DATE OF BIRTH 1875 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ER es Femal 4 weaee BEI Deys ) Hours | Min. 
rye it] e White wiowen[] _vivorceo (] | XXKXXX) July 2 8 
BR 5 g 10a, USUAL OCCUPATION {Give kind of work TOb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
= 078 dona during most of working life, even if retired) 
ro 
§ BEE Office worker Maryland BLLed ae 
SSW 13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME o— 
3 32 Mari C (pak R 
$ sae (uXKXKMX Marion A. Crown wm) Annie Ray =. 
e § — 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
= 328 (Yes, no, or unkown) | {Hyasgive warordetesof service) 
a 2" 38 No (none) | Records, Springfield State Hospital 
= ae = ¢ 1B, CAUSE OF DEATH [Enter only one causa per line for (e), (b), end (c). ~ TWNTERVAL BETWEEN 
S35 ss5 PART |. DEATH WAS CAUSED BY; : > 
Pee ae IMMEDIATE CAUSE fe) Septic bronchopneumonia, organism unknown - : Bagel 
S659 es J DUE TO 
cad 4 A 
geese Cert » Arteriosclerotic heart disease Years _ 
PY ee ee So gave rise to immedieta cause toa a rT —. 
est Sy {a), stating the underlying ( DUETO 
a ees cause last te) f . 
ge Ba a Fa PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO 1 THE TERMINAL 1 DISEASE CONDITION GIVEN IN PART Te) | 19. Wea 
SSSee ie a ae 
g eae |3|CBS associated with cerebral arteriosclerosis with psychotic reaction. | KM so 
po 5 res & z 20e. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
meu & | OR CONTRIBUTING [-] CAUSE OF DEATH 
ale~s & | UF EITHER, NOTIFY MEDICAL EXAMINER) 
be oO —————— Ss —— See 
OF ae £ < 20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 20e, PLACE OF INJURY (Home, ferm, | 201. (City or town) (County) (tete} 
ra 2 285 5 Fase <n While ___ Not While fectory, street, office bldg., etc.) | 
Bete 2 iptine 9 et work [| et work [_] I 
Heese 21. | certify that-{ (this hospital) attended the deceased from... March..7......... , 1903 to. Febe....0........... 1 19Q2, that (8-(we) last 
3 38 saw the deceased alive on. Feb... 196... ., and that death occurred StL SAMMicom the causes and on the date stated above, 
ge oF 22a, SIGNATURE, metic ae 7b. DATE 
° 2 he ae eae ARVs [a] DIRECTOR OT Pays. 2-8-68 
3 2s 22e, PHYSICIAN'S a eats 7 7. 22d. ADDRESS o> 4 am ae 
pegas | NAME (Type) ~=T1se Kamm, M.D. Sykesville » Maryland 
a 25 | Sala Sh SET es ie a eS 
Re Fd 33 23a. BURIAL, een 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY an LOCATION (City, town or county) (Stete) 
fiaits OVAL (Specify! 2 A 5 
e=oes ur 2-10-65 Druid Ridge Pikesville, Maryland 


25a. REC'D BY REGISTRAR {96 REGISTRAR'S SIGNATURE 


oor FEB 10 1965, pHorrbio Yonge 


VR AIS (4) 
1SM 7-62 


Spe mnt +c hett Sons, Ineo, 


uitaw BP ace re, 


=A 


N 


x = 
S S28 
J i 
= 
Besa es 
5 $35 
BSe 
2 5 
SB) Shae 
= oe 
oon 
ae a 
N See /5 
= Pes 7 
= 
sa" 
ase 
es 
o 
S 
=) 
cys 
bey 
52 
3s 
gf 
= 


-transit permit. Then 


The law requires that the death certificate be executed with! 
of Health prior to burial, cremation, or removal, and In 


Page 4 may be retained by the hospital or attending physician. 


After this certificate has been signed by the attending p' 


ING PHYSICIAN: 
director, page 3 should be detached for use as the burial 


TO HOSPITAL OR ATTEND 
led with the State Dept. 


TO FUNERAL DIRECTOR 
should be fi 


VR A15 (4) 
15M 4-64 


lon! 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, OTOL 
01922 CERTIFICATE OF DEATH 1914 
1, ne eat] 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a. STATE b. COUNTY 


write RURAL and glve nearest town) 


Carrol] MARYLANO. Mary. and Be Ltimore Pal ty 
b. CITY OR TOWN (If outside cornarate limits, | c. LENGTH OF STAY IN 1b {| c. CITY OR TOWN (If outside corporate IImits, write R' and give nearesi in) 


Sykesville yr.6mos »3dvs ° Baltimore 300 : 
d. rad OF HOSPITAL OR INSTITUTION (If not In ogpital, give street address) || d. STREET ADDRESS -t - 8. ae. as 
inefi 8 Hospital 1530 Winford Ave. ves] nofcl 
3. Leay 3 First Middle Last 4. Bare Month Oay Year 
(Type or print) SMITH HARPER DEAN | DEATH February ) 19 65 


5. SEX 6. COLOR OR RACE] 7, MARRIED [-] NEVER MARRIED[-]| & OATE OF BIRTH 
Male White wivowen FX] olvorceo[]| 3-21-1896 


9. AGE (In ile IF UNDER 1 YEAR|IF UNDER 24 HRS. 
é birthdey) (Months | Deys | Hours | Min. 
yrs. 


10a. USUAL OCCUPATION (Give kind of work done| t0b. KIND OF BUSINESS OR Tl. BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired INDUSTRY COUNTRY? 


dalled Al blalidet Lybisualle 


Insurance manager-salepman tient Pennsylvania US hi. 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Smith Harper Dean Martha Dean 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 
Yes WW. 1 179-05-1506 Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: ; ase 
} IMMEDIATE CAUSE (a) Bilateral bronchopneumonia Days__ 
“fT ROO DUE TO 
Conditions, If any, which o)_Arteri asel eroti c heart. foul sease Years 


gave rise to immediate 
cause (a), stating the DUE TO 
underlying cause last. (©). 


factory, street, office bidg., etc.) 


Hour a.m. 


FS Bee I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH ee DISEASE CONDITION GIVENIN PART 2(a) 19. WAS AUTOPSY 
E¢hronie brain syndromé associated with Pick's Disease, with psychotic FOr EEE 
| reaction YES no [] 
= | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of Injury In Part | or Part J of Item 18.) 

& | OR CONTRIBUTING [} CAUSE OF D! 

© | (IF EITHER, NOTI EDICAL EXAMINER) 

3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e, PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a 

= 


While Not While 

m1. 19 at work O at work 

21. | certify that (I) (this hosplta? gages the deceased from__7=31-53 30g, 9 
a) pm . i i 


saw the deceased alive o! 19_____, and that death occurred a the causes and on the date stated above. 
22a, SIGNATURE 22. OATE SIGNED 


weetin, del ae wo. PHYS °C) Bintoror (1) pays, OO pass 
py Atos 22d. ADDRESS” Springfield State Hospital 
co | Sykesville, Maryland 

23d. LOCATION (City, town or county) (State) 


19___, that (1) (we) last 


Agustin del Campo, M. D. 


23a. payorie pec | 23b. DATE THEREOF 


Maite EEE 


23¢, 


NaI E OF CEMETERY OR CREMATORY 


LSE 


—_, 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been si 
director, page 3 should be detached for use as the buri 


10 HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within é hours after death. 
should be filed with the State Dept. of Health prior to buri 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
T$ ON OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, “OLOL 
 O1S28 912 


CERTIFICATE OF DEATH 


= 
sz 2 1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before adm|ssion) 
thee a. COUNTY a. STATE b. COUNTY 
27s Carroll MARYLAND Mary] and Washin ct an 
Faq b. CITY OR TOWN (if outside corporate limits, ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL antf give nearest town) 
BS 2 write RURAL end give nearest town) , \ 
| 5 ry 
= se TcNAME OF HoSPTTAL OR INSTITUTION (if not In hosp! ah Saatiee address) |! d. ae hace ee @. 1S RESIDENCE 
2an 4 ON A FARM? 
ese /5 Springfield State Hospital ae ves bel_nol 
se p - 
2 3S 3. pane First Middle Last 4. ene Month Day Year 
{7 ( WO Gy) RAYMOND EDWARD DIEHL DEATH February 3 19 65 
BAe 5. SEX 6. COLOR OR RACE | 7, MARRIED ["] NEVER MARRIED [5q | & OATE OF BIRTH 9. AGE (in years | IFUNDER 1 YEAR IF UNDER 24 HRS. 
aia last birthday) Months | Days | Hours | Min. 
EES WIDOWED ["] pivorceD[]| 3+26-10 yrs. | | 
cs 10a. USUAL OCCUPATION (Give kindof workdone| 10b. KIND OF BUSINESS OR 11, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
s a during most of working life, even If retired) INDUSTRY M Tana COUNTRY? 
rey Farm hand arylan U.S.A 
2 a TS. FATHER'S NAME Ta. MOTHER'S MAIDEN NAME 1658 rth ad. 
~meS . P Baltimore 18,MD 
SFE Jesse Diehl Mary Messersmith 3 
rs 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
Ze So (Yes, no, oF unkown) (ore are eee, 
Sas No 236-)2-232 |Records, Springfield State Hospital 
Et038 18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
aE ONSET AND DEATH 
Bes PART I, DEATH WAS GAUSED BY: 3 
S85 ie3 IMMEDIATE CAUSE (a) | Months 
o 3 
(A 5 ~ DUE TO 
Conditions, If any, which (b) 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last, (c). 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T0 DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) 19. WAS AUTOPSY 


i i ie aSSoC. Wit PERFORMED? 
Chronic brain syndrome assoc. with cmvulsive disorder, without ves] NO EX] 


20a, ACCIDENT INDERLYING a 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTII EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of item 18.) 


20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, 

Hour a.m. while Not While factory, street, office bidg., etc.) 
p.m. 19 at work] et work [_] 

21. | certify that (I) (this hospital) attended the deceased from. 


saw the deceased alive on__2= 3-65 19 _, and that death occurred 
22a. SIGNATURE 7 22>. DATE SIGNED 


Aanrre A VA wp. Save NS] Bikécron Cavs, | 2-3-65 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


1 to_2=3-65 _, 19___, that (1) (we) last 
1220 


rom the causes and on the date stated abpve. 


2. FATSICTANS ; ; 22d. AOURESS Springfield State Hospital 
| pave (ape Octavio Ae hove, ot. Di | eee " P 
23a. BURIAL, CREMATION, 200. DATE THEREOF | 29c. NAME OF CEMETERY OR GREMATORY 23d. LOCATION (Clty, town or county) (State) 
REMOVAL (Specify) | 


ur 5 Bedford Eounty Penna. 
24. FUNERAL DIRECTOR ADDRESS ort 25a, REC'D BY REGISTRAR| 25d. REGISTRAR'S SIGNATURE 


oar Jews 2 otF EB 9 feet J ie 


= 14 


Pages 1 and 


ind completely filled in by the funeral 


move carbon papers. 
n any event, within 72 hours after death. 


permit. Then 
cremation, or removal, a 


l-transit 


The law requires that the death certificate be executed within g hours after death. 
igned by the attending pl 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL OIRECTOR: After this certificate has been si 


OR ATTENDING PHYSICIAN 


irector, page 3 should be detached for use as the bur: 
should be filed with the State Dept. of Health prior to burial, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, iP wi 


013934 - _ CERTIFICATE OF DEATH 02125 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon2/Resldence before admission) 
a. coUNTY Parl a, STATE b. COUNTY (2g. wy 
MARYLAND 
BL civ OR TOWN {if outsid r i 
Pu ett Na aa An Imits, c. LENGTH OF STAS-iN 1b |jsc. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
fr. aqRY 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) qd. STREET ADDRESS 6. 1S RESIDENCE 
I 
3007 DUBOIS AVE, 3007 DUBOIS AVENUE ves} nol] 
3. NAME OF First Middle Last 4. DATE Month Dey Year 
DECEASED OF 
(Type or print) _HARRY WILBER _DOVE DEATH FEBRUARY 19 
5. SEX 6. COLOR OR RACE /7, MARRIED [J NEVER MARRIED [_] | 8 DATE OF BIRTH 5. AGE (In years | FUNDER 1 YEAR|IF UNDER 24 HRS, 
last birthday) [Months | Days | Hours | Min. 
MALE WHITE wipoweD [J Divorced] | 24-7884 8) yrs. 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
OHIO U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
JOHN WEBER DOVE ELLEN BREHM 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 


U INFORMANT ‘Address 
(Yes, no, or unkown) (If yes give war or dates of service) 


MRS. WILHELMINA DOVE Same 


16, SOCIALSECURITY NO. 


18. CAUSE OF DEATH [Enter only one cause per line for fa, (b), and (c).] m INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: SIRE DEEN 
; ; IMMEDIATE CAUSE (a). 
tf 


y, DUE TO 
Conditions, If any, which (by. 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c) 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. es AUTOPSY 


ERFORMED? 
Apel, Praca deusetleel, tice oa ve Ne 
20a. ACCIDENT WAS A Aes 20b. DESCRIBE7HOW INJURY OCCURRED. (Enter nature of Injury In Part ! or Part I of item 18.) 


OR CONTRIBUTING [] CAUSE OF 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, 
Hour a.m, While Not While oO factory, street, office bidg., etc.) 


p.m. at work at work 
21. | certify that (1) (this hospital) attended the beat io that (I) (we) last 
saw the deceased alive o1 2 _19 and that death occurred a , from the causes and on the date stated above. 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


22a. SIGNATURE 22b. DATE SIGNED 
ATTENDING ED. STAFF a 

= M.D. PHYS. pirector [] Prys. SASHES 
= 22¢. nie! my 22d. ADDRESS 
3 Lata 9 Gi Ler goed (ELL Aedf 
= ’ 23a, BEROVAL eee 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clty, town or county) = (State) 
Oo > pec! 
= 2/27/65 LL SAINTS MONIE CEMETERY | S 

24 FUNERAL DIRECTOR ADDRESS: 25a. REC'D BY REGISTRAR | 25b. CORT Thies SIGNATURE 
tablet ae LEONARD J. RUCK, INC., BALTO,,MD, 21214 DATE 


gy 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02925 : CERTIFICATE OF DEATH 0 19. )] 3 


ae Z. ATTENDING MED. STAFF ce SIGNED, 
vz Some “mo, | PHYS. pirecToR [-] PHys. [_] R-zZ c~ os 


& @2 =e 
= 33 i. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived, If Inslitution: Residence before edmission) 
* s2 COUNTY 
w 25 On a. STATE b, COUNTY 
fo eae Vite MARYLAND a. . Z = 
2 =0% B. CITY OR TOWN {if ouide corporate limits, ¢. LENGTH OF STAY IN Ib ©. CITY OR TOWN {\foutside corporelt limits, write RURAL and give neerest iown) 
a ee write RURAL end give fhearest town) . 
aaa A> \27 oy See a 
wer 5, X / 7, en — 
= e. 
ee, a d. STREET ADDRESS Be 
4 
Le ALLE A- Zeedace “7. | sno fg 
ee Last ~ BRIE Month ey Yoor 
5 Ban 
oo as ii a 
: 2 a (Type or pent) a, SEATH FLB . > a wes 
: 8cs 5. SEX ee 6. COLOR OR RACE)7. mapRIED [> NEVER MARRIED [] | 8, DATE OF Kies 9. KGET yess JIE UNDER Y YEAR| IF UNDER 24 Hi 
2 q = Y) [Months] Days | Hours 
= 24 4 AAC. wiooweo[] —_vivorcep [] 5K yee FS. | I 
3 &e H Wa. USUAL OCCUPATION ie Kind of = TOb. KIND OF BUSINESS OR INBUSTRY| 11. BIRTHPLACE (Counly og or foreign country) _| 12. CITIZEN OF WHAT COUNTRY? 
P= oo done during mo: we ing even if retire 
= Ree 
§ B82 : lat APG f0 SL 
EB age 13. FATHER'S NAME : 14, MOTHER'S MAIDEN (Loe 
£ ogs 7 S y, 
£3 = s r 
3 522 2 LAcltcarere yes Af grace let DET. 
os. 5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT ‘Agdress , 
2 283 [feu guiear uneawnl iiitveae arordelsotsevice| oy Le (3000 L-Foegze+ Len 
= ees ae ae 212 elf - Zs a : : 222d. 
ie 
fete & 18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), and iro e2 ROKL BETWEEN 
$8 E 5 PART |, DEATH WAS CAUSED BY: ONSET AND DEATH 
5 ey ae IMMEDIATE CAUSE {e)_ - 
Zen 2 ee 
S45 S t & \ DUE TO 
iis & Conditions, it eny, which (b) 
@ 28 $ gave rise to Immediate cause 7 
“£2 3s (a), stating the underlying OUETO 
70% og >? 
see's sey le) | 
ae B <= a PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOT THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo}) 19. WAS ‘AUTOPSY 
MES40 g SSS SS | PERFORMED? 
SGe0., O|8 | ves [] NO 
Beg 35 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Il of item 1B.) = 
Fa ae & | OR CONTRIBUTING [] CAUSE OF DEATH 
BEETS GB | UF EITHER, NOTIFY MEDICAL EXAMINER) 
Os 5 £38 3 [20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, form, 20F. (City or town) (County) (Siete) 
Buea & Hour a.m, While __ Not While factory, street, office bldg., etc.) 
as ae 2 cn. 19 et work et work 
as os 7 26— oe 
eO8o 21. 1 certify that (I) ital) attended the deceased—trom.... a 19 copter sh eR 1965 that (1) (we} last 
Bono * 
io a33 saw the deceased alive on... AoE ET. om 1% Heath ee, 2% from the causes and on the date stated above: 
aes 2 5 = 
og 
act 
g= 
ay 
£3 
8 = 
3B 


Keo 22c. PHYSICIAN'S 2d. ADDI eZ 

B 

Ed { NAME fe . Jenne (VE fly 793 £ HA id a ae Ts 4f 
2% Fe aa, BURIAL ESE 7b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 

eve P27 ))MeA Y, 


VR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS ~~ - REC t 5 ‘AR'S. SJGNATURE 
a4 Yes T2iytir gp AT it22lin., 222d eR —— _ 


MARYLAND STATE DEPARTMENT OF HEALTH 
PINISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, 1914 


<s 


L 1926 CERTIFICATE OF DEATH 01914 

rome = 

223 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 

eos a. COUNTY a. STATE b. COUNTY 

etic r . 

2738 Carroll MARYLAND Maryland Carroll 

Sas b. CITY OR TOWN (if outside cor ae limits, c. LENGTH OF STAY IN Ib || c. City OR TOWN (if outside corporate limits, write RURAL and give nearest town) 

Bee write RURAL and give nearest town! ra f 

<« 8 Westminster 3 weeks estminster 

3 ae 4 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, glve street address) || d. STREET ADDRESS IS RESIDENCE 

23869 3 1 rs ON A FARM? 

ees Carroll County General Hospital 75 S. Colonial Avenue ves] no {xl 

> - S 

3s se a yee, First Middle Last 4 eee Month Day Year 

3 

2 ES (Type or print) FRANK WALLACE EDWARDS DEATH A 26 SS” 

S gem 5. SEX 6. COLOR OR RACE | 7, MARRIED] NEVER MARRIED(~]| & DATE DF BIRTH 9. AGE (Tn, ca TFUNDER 1 YEAR |IF UNDER 24 BRS, 
jay Min, 

5 male white wivoweo =} __oworceo[]| Feb. 23, 1898 | 67 Caigrlias dlncoeel 

c 1Da. USUAL DCCUPATION (Give kind of work done| 1Db. KIND OF Eesinese OR 11. BIRTHPLACE (County & State, or foreign eas 12. CITIZEN OF WHAT 

ss during most of working life, even If retired) INDUSTRY 4 COUNTRY? 

2 retired business machine salesman Benedict, Chas. Co.,Md. aD sity 

13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John R. Edwards Mary L. Graves 
as, WAS DECEASED EVER IN US. ARMED FORCES? 16. SOGIAL SECURITYNO. | 17. INFORMANT Address 
es give war or dates of service, 
aes pare 3 214-09-3926 | Mrs. Frank W. Edwards same 


18. CAUSE OF DEATH [Enter only one cause per Mp for (a), (p), and (4.1 Bey 7, TNTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: (hie Pal wbestoadecus ONSET AND DEATH 
1989 IMMEDIATE CAUSE (2), | Pak 
; ¥ \, 


7 DUE TD 
Conditions, If any, which () 

19. WAS AUTOPSY 

PERFORMED? 


gave rise to immediate 
yes [4 Not} 


cause (a), stating the DUE TO 
underlying cause last, (c). 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) 


MEDICAL CERTIFICATION 


2Da, ACCIDENT WAS_UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
OR CO ee Nea LASSE OF DEAT! 
(IF EITHER, NOTI EDICAL EXAMINER) 


2Dc. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 2De, PLACE OF INJURY (Home, farm, 
Hour a.m. 


While Not While factory, street, office bidg., etc.) 
p.m. 19__lat work] at work LJ 


21. | certify that (I) (this hospital) atergod th the deceased from___=> » 19s 25", to. 1925, that (0) (we) fast 
saw the deceased alive o1 1965, and that death occurred at oa M, from the causes and on the date stated above. 


20%. (City or town) (County) (State) 


director, page 3 should be detached for use as the burial-transit permit. Then please 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within hours after me, 


ENATURE = 22b. DATE SIGNED 
ATTENDING ED. STAFF 
Myce OD fhe tose MD. GX Uietetor C Pays. 0 [26 Los 
hyses ES ates 
| NAME (Type) | 
2a. ay are 23D, DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) tate) 
ec! . 
MovAE Peclts)” | B/u/65 Evergreen Memorial Gardens, Finksbur 


w “rancra DIRECTOR 


~ADDRES. 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


oate MAR 2 196) fharlig Norge. 


VR AIS (4) §/ 
15M 4-64 | 


Zid 


~ FOR STATE 
HEALTH DEPT: 


This certificate should be executed within 24 hours after death. If any ” y 


TO DEPUTY 7 


c pencil in Item 18. Give Pages 1, 2, and 3 to the funeral 
Page 4 should be forwarded to the Chief Medical Examiner's Office along with 


retained for your files. 
TO FUNERAL DIRECTOR: 


ficate, writing the word “pending” i 


please execute the certi 


director. 


1 


t, 
c 
2 33 
= £2 
= “ae 
a5 
» sf 
OG 
& sp 
£ 
o Ss 
2 
8 2a 
= =i 
es 
eg £2 
s 


cremation, or removal, and in any eyént w 


Page 3 should be used as a burial-transit permit. File pages 1 a 


of Health or its designated agent, prior to burial, 


YR A1SME 
3500 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


91927 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 019 15 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


a. COUNTY a, STAT) b. COUNTY 
é ARO LL MARYLAND Leh Uh ed CLLR bhahn 
b. CITY OR TOWN (If outside Eetrorets: limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 


write RURAL and give nearest town) 


As \Awe 
. OF UNOS 0 A Uf not In aD 22.6 eddress) (tieMomer 42S of 
_ HIGH ST. 


@. 1S RESIDENCE 
ON A FARM? 


Flo WICH ST. vest ]_nofd 

NAME OF First Middle Lest a. DATE Month Day Year 
ype or print) = FLGAR WILLIBO EYLER | orate FEE 7. Wee 
3. SEX 6: COLOR OR RACE ] 7, MARRIED [5q NEVER MARRIED [-] | © DATE OF BIRTH 9, AGE (In yeors |IFUNDER 1 YEAR|IF UNDER 24 HRS. 
MN last birthday) [Months | Days | Hours | Min. 

WwW WIDOWED [7] oworceo[]| AU -/9 46 oa yrs. 
1oa- USUAL OOCUPATION (Givekind of work done] T0b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY | COUNTRY? 
fytn LO, ERY LBW D 


"Ss NAME | 14. MOTHER'S MAIDEN NAME 


ToHN WwW EVLER SAKRU STAUB 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO, | 17. INFORMANT Address 7) 


(Yes, no, or unkown} i ante sie Vip t3- G6 | sora) 


18. CAUSE OF DEATH [Enter only one cause pe) 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


n 

Oo 

20} DUE TO 
Conditions, If eny, which (by. 

gave rise to Immediete 


cause (a), stating the QUE 70 
underlying cause last. (c). 
PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) 


for (a), (0), and (¢).1 


19. WAS AUTOPSY 
FORM! 


20a. EXTERNAL CAUSE WAS 
PRIMARY [} or CONTRIBUTING (7 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year 


PER ED’ 
yes[} No 
20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Pert Il of Item 18.) = 


20d. INJURY OCCURRED | 20e. PLACE OF OUR 
Hour @.m. While Not While factory, street, office bidg., etc.) 
Aus 19 at work} at work 1) 


21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection xf, Inquiry [_], and in my opinion 


death resulted from: Natural causes Accident [_], Suicide (1, Homicide [_], Undetermined manner oO 
CHIEF MEDICAL EXAMINER [_] 
ip, ASSISTANT MEDICAL EXAMINER [_] 


GLEN SPEICHER Vidi bedltl Wht seiocaz 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


ACTUAL 

SIGNATUR: 
EXAMINER'S: 
NAME (Type) 


23a, BURIAL, CREMATION, 23d. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 


MOVAL (Specify) 
¢ i 


2fi2 fo5 \ EVERGREEN 


ADDRESS ja. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


Db 
Vedra! Dour W cnclise Test 68 1S | Seas ie Mal 


24. FUNERAL DIREC}OR 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


death. Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR; After this certifi 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01928 CERTIFICATE OF DEATH 01916 
& 2 1 sERea Oe DEATH 2. USUAL RESIDENCE (Where deceesad lived, If institution: Residence before edmission) 
202 CARROLL COUNT, maryLanp || WAL LAM D.- a OO CLCALIK ieee 
Fy 28 B. CITY OR HAG Ca Tesi are e Dy ‘OF STAY IN Th X Bs TY OR TOWN (if outside corporate limits, write RURAL end give neerest lown) 
38 (SWE E Wo “UNA “STALL STEER 
aay i i. A Cod bb bet Ovn PELL N ip se eee DE a a € . TS RESIDENCE 
RCL LIMUSM EAI E NI LASHIT VALLI MED who) 
38 3. NAME OF Middle a) “| 4. DATE. “Month “Dey "¥eor eas 
& Y (Type or print) 


WE LASM PAU EL Fm Feppuey £ WhS— 


7. MARRIED [_] NEVER MARRIED §z] | 8. DATE OF BIRTH 9. AGE (In yoors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


woownl] vor 1 |2e7~ Zo PY 4 1 last birthday) Riga Do Hours | Min. 


oF yrs. 
1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or forefgn country) 


13. FATHER'S NAME 14. RTM COUNTY 
TASMAS  PSSASAVGCY SAKA HELAZE 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT eaters Fall 


(Yas, ne, or unkown) | ityesgivewaror detest rervice) WZ per PAE? W. A, UL LRT DEB SUE pest HWS EL R, Md 
in 


1B. CAUSE OF DEATH [Enter only one ceuss ine for (a), (b),and tc ] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: A agin ae 
) > __, AMEDIATE CAUSE (e) is tL = 5 7 


x DUE TO 
Conditions, if any, which (o) 
geve rise to immediete couse 
(0), steting tha underlying ( PVE TO 
couse lest. (c) | 


5. SEX 6. COLOR OR RACE 
— 


108, USUAL OCCUPATION a work 


done during most of working life, even if retired) 
— 


12, CITIZEN OF WHAT COUNTRY? 


LSA, = 


Then please remove 


ite has been signed by the attending physician an 


PART Il, OTHER SIGHIFICANT COWDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ie] 19. WAS AUTOPSY 
yes [] NO 


20s. ACCIDENT WAS UNDERLYING [Bs] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeer 
Hour a.m. 


2Db. DESCRIBE INJURY OCCURRED. (Enter nature of injury In Pert | or Pert Il of item 1B.) 


20d. INJURY OCCURRED 
While __Not While 
‘at work et work 


‘2Da. PLACE OF INJURY (Home, ferm, | 20f. {City or town) - (County) 
fectory, street, office bldg., ete.) | 


MEDICAL CERTIFICATION 


19 
21. I certify that (I) (this ital)wattended the deceased from.’ x that (I) (we) last 
saw the deceased alive on...) ee }, and that death occurred , from the causes and on the date stated above, 


22p. DATE 
ATTENDING ED. STAFF (SIGNED 
mb. | PHYS. DIRECTOR [_] PHYS. S 
22c. PHYSICIAN’ = 


22d, ADDRES: 
NAME (Type! 


OF CEMETERY OR CREMATORY 


To, BURIAL: ‘sean | DATE THEREOF Be. WEY, | y Rirchymeyrrer cuniyiic we = eT TSreT 
(AL LE MLV RY Me TTSVULL- AUD 

eto ao 2s 7a: hie LAT Hs 250. a3 8 6% Be np a 

6 ESTA YS | PL LA LA__| Os 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any evert, 


director, page 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL é ATTENDING PHYSICIAN: 


The law requires that the death certificate be executed within é hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled 


director, page 3 should be detached for use as the burial-transit permit. Then 


ent 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


is2s 


EXE 

fap. Ad oat 

BES ¥, 1 ae ere-deteased lived, If Institutlon; Residence before admission) 
i : b. COUNTY 2 

£ue aKKOKL MARYLAND Ry Ltn, u LL oLL. 

bad) b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || ¢. CITY DR TOWN (If outside corporete limits, write RURAL end give nearest town) 

Bs writs RURAL and give neares' sa! £ 4 

= EAA 2PAd fi ke 1 


v Lia rn psTead fe, 
S 


d, STREET ADDRESS 


@. IS RESIDENC! 
| pektsoulee Kd. _| oan 


d. NAME, OF HOSPITAL OR INSTITUTION ‘K in hospital, give street eddress) 


Lz fowler Koad 


YY] 3. Benes ‘irst Middle Last 4. DATE Month Day Yoar 
(Type or print) <hones Fo DEATH ch. / wes 
5. SEX 6. COLOR OR RAVEY 7, MARRIED [NEVER MARRIED [-]| 8 DATE OF BIRTH 9. AGE (In years |IFUNDER 1 VEAR IF UNDER 24 HRS, 


fFeenrale WU bets WIDOWED [7] pivorcen [7] ane AS Mos Sf last birthday) | Months | Days | Hours Min. 


lease remove Carbon papers. 


yrs. 
10a. USUAL DCCUPATION (give kind ofworkdone| 1Db. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during mos working life, even If retired) INDUSTRY vi > L at. 
4S CLWIT EC Mi y Law cy 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Litvid So Nes Liza Lavres 


15. WAS DECEASED EVER IN U.S. ARMEDFORCES? 


16. SOCIALSECURITYNO. | 17. INFDRMANT 
(Yes, Wa unkown) Wee vive war or dates of service) x y 
° 


Mo Lion Packer. dppecer, Nd. 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN | 
PART I. DEATH WAS CAUSED BY: eae UN ed 
we J IMMEDIATE GAUSE (a). 
7 DUE TO Heant (J. 2hgee 
Conditions, If any, which (b) % 
gave rise to Immediate 
cause (a), stating the DUE TD 


underlying cause last, (c) 


FS PART II. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a)  |19. epee 
= 
als Reale le, ves [] NO Le 
= i | 20a. ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
& | OR Hea I ae OF DEATH 
© | (IF EITHER, NOTI EDICAL EXAMINER) 
4 Dc. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a Hour a.m. while Not While factory, street, office bldg., etc.) 
8 
= mn. 19 at work L_] at work oO 
21. | certify that (1) (this ere attended the deceased from... 1 e) last 
saw the deceased alive p! 19-4aS“ and that death pecurred a ed above. 


22a. SIGNATURE, 


Ww It wee 
= Mites WH Fo Ard MD | i awch esfer 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any efenteayithin 72 hours a 


23a, BURIAL, CREMATION,] 2a, DATE THEREOF . NAME OF CEMETERY OR CREMATORY 23d, LOCATION (Gity, town or county) State 
Ravi Specify) ‘he A SS ap a a j 
AKAM ho 6S | Pnmaacce Via pnebhica Tr A, 
24, FUNERAL DIRECTOR ADDRESS 25a, REC'D BY REGISTRAR] 25D. R FANS ze URE 
Mae Lf re cs J ‘esacpat ee Prd + lowe FEB 9D 1 5 cc 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
n CERTIFICATE OF DEATH 019 JIN 


— 


5s © M 4 
= aR i a 1, PLACE OP DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before edmission) 
A eee MENA? @. STATE b. COUNTY 
§ ene Carroll MARYLAND Maryland ss Carroll +, 
~ ae = b, CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporaie limits, write RURAL end give neerest town} 
+ Bas write RURAL end give nearest town) V4 
nN Ww + 4 + 
~ =ys St | er Life f Rural--- Westminster as 
= ‘i a d. NAME OF HOSPITAL OR INSTITUTION (if no! in hospital, give streel address) d. STREET ADDRESS. * SH a 
3 v A FAI 
aa § : 
orgs ves TNO. 
3 3. NAME OF First Middle lest 4, DATE Month Dey Yeer 
g x DECEASED 


Beam Feb. 2619: 65 


9. AGE (In years [IF UNDERT IF UNDER 24 HRS. 
Da 


eter ALVIE EB. FRANKLIN 


5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 
7, MARRIED f-] NEVER MARRIED [_] fast birthday) | Months} D Hours | Min, 


Male White | wwown[] swore! June 23 18 D5 ys | 


Wa. USUAL OCCUPATION {Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


Farm work 
13. FATHER’S NAME 


: “Robert Franklin 
4S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, of unkown) (Ifyes givewer ordetesof service) 


Cc) 


7 
| 
| 
{ 


Carroll Co. Md. =| S.A. 


14, MOTHER'S MAIDEN NAME 


Isabelle Pickett 
16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
215-20- 3h. Mrs Helen a 5 Same_as_# 2 


18. CAUSE OF DEATH [Enter only one cause por line for (e), ( (ed / INTERVAL BETWEEN 
ID DEA 
PART I. DEATH WAS CAUSED BY: ‘ 
; IMMEDIATE CAUSE wCeepiae fare one o AES % ra S iy a 


igned by the attending physician and com 
-ransit permit. Then please remove carbon papers. Pages 1 and 2 


if DUEtIO fA S//D , j S96CO 


|, cremation, or removal, and in any event, 


cause lest. 5 a te) ae eS - ULRE}212 


“19. WAS AUTOPSY 


IAN: The law requires that the death certificate be executed, 


I or attending physician, 


§ ele een a ace WA Pe ge kma (Sevre £) Leeuw oy haz Bestia 

3 9ave rise to immediete cau: Zz Aleta 7 < 

a (e), stating the underlying f DUE TO eZ, 

r 2-26-64 
= be = 

5 


3 
= 
2= 
eg 
os - — = 
£3 z PART Il. OTHER SIGNIFICANT CONDITIONS/ CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Iie} WAS AUTOPS 
SB8so 9 Se 2 
5 ERS roel | we i &s ves (] no [] 
meee = | 20e. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURED. (Enier nelure of injury in Pert | or Pert Il of item 18.) 
Tout & | OR CONTRIBUTING [] CAUSE OF DEATH 
aciTs G | UF EITHER, NOTIFY MEDICAL EXAMINER) 
Os s2 8 3 [2c TIME GF INJURY Month, Day, Veer | 20d. INJURY OCCURRED | 20s. PLACE OF INIURY (Home, farm, | 20%. (City or town) (County) (Stete) 
Ry<ss ral Hour e.m, While Not While factory, street, office bldg., etc.) | 
Be ge ‘ 2 aie 19 at work et work i 
ai & 
a e038 & 21. 1 certify that (I) (this hospital) attended the deceased from IMF 10.00 2¢., 19.€3 that (1) (we) last 
BORGO 2 : 
e805 2 saw the degeased alive on... ye 19.€5, and that death occured af/.9.M, from the causes and on the dale staled above, 
° — = = 
fH 22e. SIG 22b. DATE 
% % we ATTENDING ‘MED. STAFF SIGNED, 
ape mop, | PHYS. pinector [} PHYs. [] 2-27-6s 
s SS as 22) PRISICIAN'S. .. enaetae Nae 2d. ADDRESS a . 
Bemas NAME (Type) 
g“Es5 | Howard E. Hall |__ Sykesville, Md. - 
23 4 PES 23s, BURIAL, CREMATION, | 23b, DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tow ~ (State) 
A OVAL (Specify) 4 
revista Burta 3/1/65 Taylorsville Cemetery Carroll Co. Md 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE E 


C.M.Waltz Box 241 Sykesville, Md. 


oat MAR 2 1965 fCCorbey Yosctge 


VR AIS (4) 
15M 7/61 % 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
® A ; CERTIFICATE OF DEATH 
s ex iv = ——— : —_— — 01919 - 
= re 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution, Residence before admission} 
, os Sr COUEY e. STATE b. COUNTY 
§ Sas Gentriods. y. c MARYLAND _ Maryland Carroll 
3 Us b. CITY OR TOWN {if outside cosporete limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give neerest town) _ 
= So write RURAL and give nearest town) 5 . 
S cs Finksburg VY Finks burg 
£ 3% d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) )) 4. STREET ADDRESS — ‘|e IS RESIDENCE 
) - ] ON A FAI 
> as Old Baltimore Road Old Baltimore Road ves [] NO [a 
Bn . NAME OF First Middle test 4. DATE Month Day Yer aaa > 
& DECEASED Bs OF 
gh {Type or prin) Mary Charlotte Frazier | mamFebruary 13, 19 65 
cs, |S SEX "|. COLOR OR RACE|7_ MARRIED £€] NEVER MARRIED G B. DATE OF BIRTH * fas AGE {in years IF UNDER 1 YEAR| IF UNDER 24 HRS. 
1g ae) i | How . 
¢ Female White | wwowen oO Divorced [] July 3 ’ 1890 in yrs. fe | a ela | Hf 


10a, USUAL OCCUPATION (Give kind of work 


12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


TDb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State. or foreign country) 


21. 1 certify that (I) (his hospital) altended the deceased from.J aN Uary...6, 19... Oro... Rebran LY, 19.65 that (1) (we) last 


sew the deceased alive onRebruary13.19..65, and that death occurred at 5AM. from the causes “and on the dale staled above. 
22s. SIGNATURE bis oad — 22b. DATE 


Phake E. Stebel an | MEM tor Ha 


22d. ADDRESS 


ECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


director, page 3 should be detached for use as t! 


bs 


death. Page 4! 


TO FUNERAL 


22c. PHYSICIAN'S 


23d. LOCATION [City, town or county} (State) 


Finksburg, Maryland 


23, ay rene Oe 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Speci / . 
Bur Le. 2/16/65 | Finksburg Cemetery 


ERAL DIRECTOR'S SIGNATURE ADDRESS: 


2Sa, REC'D BY REGISTRAR | 25b.. REGISTRAR’S St NATURE 
Wesoninster, Ma.louefEB 1 1965 _socor, eee 


3 
S 
g 
os 
3 
EJ 
8 84 
% EES Housewite --- | FPinksbure, Maryland U.S.A. 
= ; Q 13. FATHER’S NAME © | 14. MOTHER'S MAIDEN NAME — 
3 $22 Clinton Gill | Laura Bowers 
. § he 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17, INFORMANT = Address” ~ 
2 $3 {Yes, no, or unkown} | (Hyesgive weror detesof servic a 
528 Ne te A potion. JA Prise, Tint Pak: 
& ets & 18. CAUSE OF DEATH [Enter “f ) INT peg hie ~ 
4.8 OBSET Al A 
‘o PART |, DEATH WAS CAUSED BY; 
£ 3 ib immeDiate Cause fe) Acute Pulmohary Edema. : |30 minutes 
86555 4ZAal DUE TO 
BP eee Conditions, if on » Arterioselerotic C. V. Disease with |_3 years _ 
= o gava rise to im couse 
2s . fan, dating the underlying  ourTO. «cardiac decompensation 
© 2 oe pesuse'es (ies +a ee oe. * oS a 
z SoER z PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}] 19. Was AUTOPSY — 
3 ° =. a RFORMED? 
UGE oy C 5 ves [] NO 
Re 7 f= [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Part 1 oF Port Il of item 18.) - 
a ty & | OR CONTRIBUTING [1] CAUSE OF DEATH 
er £ © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
OF 3 5 20c. TIME OF INJURY Month, Dey, Yeer | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, ' 201. (City or town) ~~ (County) (State) 
BZ 5Sst 5 | eae oS While Not While | feclory, sirest, office bldg., otc.) | 
Be 3 = ay 19 jet work [] at work | | 
ta 3 a 
Peet 
tZ9So 
a 
a 
oe 
= 
=. 
Ea 
3 
= 
3 


TO HOSPITA 


VR AIS dP 


1SM 7-62 


hin 24 hours after \ 
led in by the funeral 
= 


2 


72 hours after death. 


‘it permit. Then please remove carbon papers. Pages 1 and 2 should 


ATTENDING PHYSICIAN; The law requires that the death certificate be execut 
‘CTOR: After this certificate has been signed by the attending physician and compl 


be retained by the hospital or attending physician. 


@: 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


director, page 3 should be detached for use as the burial-trar 


TO HOSPITA 
death. Page: 
TO FUNERAL 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


21932 CERTIFICATE OF DEATH 01920 


ip PLACE OF DEATH 2, USURL RESIDENCE (Where deceased lived, If Inslitution: Residence before edmission) 
a: e. STATE b. COUNTY 
Carroll MARYLAND Maryland Carroll 


b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN [Hf outsida corporele limits, write RURAL end give neerest town) 
write RURAL end give nearest town) 


Westminster 60 yrs 2] Westminster 

d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give street address) d. STREET ADDRESS URE SS 

561 Old Baltimore Road 561 Old Baltimore Road ves [] No 6] 
9. NAME OF ink = <= Midd, Te laa era Dee Month Dey “Yeor - 

DECEASED Or 

{Type er print) CHARLES ALLEN @RUMBINE DEATH February 8 1965 


“IF UNDER 24 HRS. 


Hours Min. 


IF UNDER 1 YEAR 
‘Months ae 


8. DATE OF BIRTH 9. AGE (In years 
birthday) 


bas 
October 21, acu Oye. 
11, BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
Westminster, Maryland _ UeS. As 
14, MOTHER'S MAIDEN NAME 

Hattie Friss 


5. SEX 6. COLOR OR RACE 


male white 


10a. USUAL OCCUPATION {Give kind of work 
done during most of working life, even if retirad) 


nurseryman 
13. FATHER'S NAME _ 


Frank Grumbine 


7. MARRIED Bc] NEVER MARRIED [_] 
wiboweD[] —ivorced [_] 
1Ob. KIND OF BUSINESS OR INDUSTRY 


wholesale 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT —_ Address 
(Yes, no, or unkown) | {Ifyesgive wer or detes ofservice) a 
a5 — Mrs. Charles A. Grumbine same 

-18. CAUSE OF DEATH [Enier only one cause oo) for |p), (b). and (el) we < INTERVAL BETWEEN 

A 
PART I, DEATH WAS CAUSED BY Z 7 LE, (thay oF ste ~~ x 2 >) 
IMMEDIATE CAUSE (a) «(4 - ' 5, 5 zs L Lin <r 2 
O + | pueto sae / 
Conditions, if ony, which (b)__ = 


geve rise to immediate couse 

(a), steting the underlying DUE TO 

cause last, te) f os en 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(s) 


19. WAS AUTOPSY 


PERFORMED? 
YES I NO 


20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 1B.) 
OP CONTRIBUTING L] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


200. PLACE OF INJURY (Home, ferm, | 20f. (City or town) ~ (County) {State) 
factory, street, office bidg., etc.) H 


20d. INJURY OCCURRED 
Whila Not Whila 
ot work [_] et work 


20c. TIME OF INJURY Month, Day, Year 


Hour a.m. 


MEDICAL CERTIFICATION 


Ww 


19 1 1 that (1) (aaa) last 
EM trom the causes and on the date stated above, 


attended the deceased from. 
7....19%.%,, and that death occured & 


—- 
ATTENDING MED, STAFF i ~ 
Mp, | PHYS. a eeron O Pays. 2-28 


» 


/22¢. PHYSICIAN'S 
NAME (Type) 


€ = 


b. DATE THEREOF 


2/11/65 _ 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS, 


23d. LOCATION (City, town or county) (State) 


Westminster RD,Carroll, Md. 


LHETORE PE Poy 


23e, BURIAL, CREMATION, 
REMOVAL (Specify) 
; uri 


23c. NAME OF CEMETERY OR CREMATORY 
Krider's Cemetery 


Pages 1 and 


that the death certificate be executed within 24 hours after death. 
wi 


pletely filled in by the funeral 


rbon papers. 


and 


lease re 
and ina 


cian 


-transit permit. Then P 


cremation, or removal 


' 


ires 


The law requ 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 


After this certificate has been signed by the attending phys' 


director, page 3 should be detached for use as the burial 
should be filed with the State Dept. of Health prior to burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


YR A15 (4) 
15M 4-64 


ithin 72 hours after deat 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 0192 


2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admissfon) 


; a. ST, b. COUNTY A 
kre) / MARYLAND LWNGY[Varrl a. BZL t 
b. ae Sala (If outside corporate limits, G. LENGTH DF STAY IN Ib ||" c. CITY DR TDWN (If dutside corporate limits, write RORAL end give nearest town) 


and give gearest town) ae 7 oe > 
WES EA toro HAN 2 ue J. SS 


|. NAME DF HDSPITAL DR INSTITUTION (If not in hospital, give’street eddress) || d. STREET ADDRESS a ee 


1. PLACE DF DEATH 
a, COUNTY 


Lory Vite Narsing forme Mu loukdl SAA- ves] no] 
3. Hes First <- Middie Last 4, pave Month Day Year 

(Type or print) Ito /y a: SIAL DEATH Fe re Zé Wee 

5. SEX 6, COLDR OR RACE 8. BATE OF BIRTH IF UNDER 24 HRS. 


7. MARRIED [7] NEVER MARRIED [_] 9. 4 {in years IWUNDER 1 YEAR 


) {Months | 0a; Hours | Min. 
hd AC fe. A 4 / & WIDOWED ef OIVORCEO [_] Dee ‘s /S&1 33 yrs. 7 | 
10a. USUAL DCCUPATIDN (Give Kind of work done| 10b. KIND DF BUSINESS OR Ii. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN DF WHAT 
during most of working Ilfe, even Ifretired) ae fe - CDUNTR 

; , GK Ca LR. 


13. FATHER’S NAME ~ MDTHER’S MAIDEN NAME 


S, LAL: Juba [srebs 
aoe RROD Re a ae a 16. SOCIALSECURITY ND, | 17. INFORMANT I/¢ BAER Qe? 
= | MEPL SCY $\ 217 on_Ltamrg— ~brpiic le 


18. CAUSE OF DEATH [Enter only one cause pe ro (b), and (c).1 INTERVAL BETWEEN 
, 


PART I, DEATH WAS CAUSED BY: / f, v~ J ONSET AND OEATH 


) 


y , IMMEDIATE CAUSE (a) 
pikes DUE TD - : 

Conditions, If any, which ) wg Casitas icawwnbe 

gave rise to Immediate 

cause (a), stating the DUE TD 

underlying cause last, (e). 
& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNDTRELATED TD THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) (19. Wes 5 AUTOPSY 
5 Te. ris 
S ves] ND 
i Zasehec net es UNDERLYING! 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part I or Part Il of Item 18.) 
Fy (IF EITHER, NOTIFY MEDICAL EXAMINER) = “7 a en ——s —— 
= 200. TIME OF INJURY Month, Oay, Year | 20d. INJURY DCCURRED ]208, PLACE DF INJURY (Home, farm,| 20f. (city or town) (County) State) 
a Hour a.m, White — Not While factory, street, office bidg., etc.) 
s at work wor art ae SS = 


21, | ceptify that (I) (this hospital) attended the frome Se eee 1h tp2=Z.6 _, 19@V “that (1) (we) last 
q 2. = 2. =a and that death occurred ats aM, from the causes and on the date stated above. 


| 22b. OATE SIGNED 
ca << Bineeror C) Pts, | 2-26 - T 
22d. ADDRES: ; 
NTO) aupct EA D Morale wd, 
OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


REMATION, 230. OATE THEREOF 23c. NA 
MAL, (Sopsity) 196 DIE Mle) xurteck. _ oak bow 


24. FUNERAL CTOR, ADDRESS 25a. REC’O BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 
Hef Bor an Hou (ntl, CE owe MAR 1. 1965 feberleg | Seege 


a 
as 


10 HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within hours after death. 


WR ALS5 (4) 6 


15M 4-64 


es! 


Page 4 may be retained by the hospital or attending physician, 


TO FUNERAL DIRECTOR: After this certificate has been signe 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


= 01932 CERTIFICATE OF DEATH 0192 

= 
2e3s 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlssfon) 
ao a. COUNTY a. STATE b. COUNTY 

a Ba . 8 . 
Lon MARYLAND Maryland Baltimore 
=e b. CITY OR TOWN (If outside cor ara limits, c, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Bs x write RURAL and give nearest town: = 4 
a ‘kesville lyr, 3mo,25das Baltimore o3yY- 8 
Ben d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. TS RESIDENCE 
2en 4 : 
ees Springfield State Hospital 612 Anneslie Road vista natal 
S83 yeh First Middle Last 4. DATE Month Day “Year 
33 * (Type or print) THERESA ELIZABETH ESLINGER HATTER Bias «= February 8 1905 
Sd 5. SEX 6. COLOR OR RACE | 7, MARRIED |] NEVER MARRIED[]| & DATE OF 9. AGE (In, ca ade, Ea iE UNE: 2a 

os mn jours in. 
Ze female white WIDOWED PX DIVOReED |] 6-18-1682 ela | Ee , 
(ae 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR IL BIRTHPLACE (County & State, or forelon country) | 12. CITIZEN OF WHAT 
3 2 during most of working life, even If retired) INDUSTRY COUNTRY? 
22 Housewife U.S.A. UeSeAe 
=e 13. FATHER’S NAME 14” MOTHER'S MAIDEN NAME 
ne Rrederick Eslinger Bernadina Uvink 
feed os WAS DECEASED slat Tn U'S.ARMEDFORCES? 16. SOCTALSECURITYNO. | 17. INFORMANT Address 

= Ice, 
#e nknown : unknowm Records, Springfield_State Hospital, Sykggy) 
2a. 
b= 18, CAUSE OF DEATH [Enter only one ine din -{D gd i al Ae gt INTERVAL BETWEEN 
Be +“ |. DEATH WAS CAUSED BY: wet SE CEU) 2A) 
=u / IMMEDIATE CAUSE (a)_ Dis 

| 
DUE TO 
Conditions, If any, which (b) as: 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (0). 


Hour a.m, While Not While factory, street, office bidg., etc.) 


p.m. 19 at workL_] at work zl 
21. I certify that (I) (this hgspitad attended the deceased from. ., 1999 _, tp SOPUETY 91903 | that (1) (we) last 


aw the deceased alive onfebruary 9 19 , and that death occurred 2132257 hirom ihe causes and on the date stated above. 
} 22b. DATE SIGNED 


wp. PHYS. NS] Blateror C] PHYS ns 2-8-65 
Springfield State Hospital, Sykesville 
23a, BURIAL, iy Pp | 23b. DATE THEREOF 


re ay ee ” 23c. NAME OF CEMETERY OR CREMATORY 
lig y 
24. TRE SECTOR 2/11/65 ARSC OD CPMETERY 


LEONARD J. RUCK, INC.,BALTO.,MD. 21214 


5 é PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASECONDITIONGIVEN INPART 1(a) |19. ee ed 
a2 COMPA EEO BITO UES EH 
§| C.BeS. associated with cerebral arteriosclerosis w/psychotic reaction. | ves] no PY 
& | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II of item 18.) 
© | OR CONTRIBUTING [7] CAUSE OF DEAT! 
© | (IF EITHER, NOTI EDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Fy 
= 


“Wanovs Joseph C. Battaile, M.D. 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in an 
ies 


director, page 3 should be detached for use as the burial- 


23d. LOCATION (City, town or county) (State) 


25a. REC'D BY REGISTRAR | 25b. REGISTRARS SIGNATURE 


oe FEB 1 0 1965 forty 


WD 


The law requires that the death certificate be executed within é hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certi 
director, page 3 should be detac! 


OR ATTENDING PHYSICIAN 


TO HOSPITAL 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
M ‘ 0193 N OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


= CERTIFICATE OF DEATH 0] 923 
BS 
228 EO NcE os 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlssfon) 
= a a. STA b. CDUNTY 
278 “Gaeekly MARYLAND Naryland Baltimore Cit; 
oo b. CITY OR TOWN (if outside corporate limits, c. LENGTH DF STAY IN 1b || c. CITY DR Tote (if outside corporate limits, write RURAL and give nearest town) 
>, 80 
Bee write RURAL and glve nearest town) | 
ec Sykesville limo 21 da Baltimore Zool- 4+ 
Ben d. NAME OF HDSPITAL DR INSTITUTION (If not In hospital, give street eddress) || d. STREET ADDRESS 0. 1S RESIDENCE 
pares Os Mees 
eee 16 Springfield State Hospital 1617 _E. 30th St. ves] no bod 
Sse 3. NAME DF First Middle Last re DATE Month Day ‘Year 
35 (ype or print) JOHN AARON HENGES, al DEATH 2 28 49 
So 5. SEX 6. COLOR DR RACE | 7, MARRIED [X] NEVER MARRIED [] | & DATE DF BIRTH @. AGE (In years] FUNDER 1 YEAR IFUNDER 24HRS, 
; last birthday) (Months | Days | Hours | Min. 
Male | White WipoweD [J ——bivorced[J| 1-1-1882 83 yrs. | 
: 1Da, USUAL DCCUPAT IDN (Give Kind of work done| 0b. KIND DF BUSINESS DR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
ss during most of OB fe, even If retired) INDUSTRY i CDUNTRY? 
Zs : Machinist (retired) Bethhehem Steel Co} Georgia U.S.A. 
£e 73. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
S 
Be JohnAaron Henges Henrietta Collins 
3 15. WAS DECEASED EVER INU.S. ane FORCES? . $0 1 le A 
52 Gp; NASDEGEASED EVER INU'S-ARMED FORCES? "16, SOCIAL SECURITYND. | 17. INFORMANT 1617 Eee 30th Street 
<5 No 213-07-5066 | Mrs. Yeone Hénpes - Baltimore, Ma.o-2 
a 18, CAUSE OF DEATH [Enter only one cause per Ilne for (a), (b), and (c).7 INTERVAL BETWEEN 
2 PART |. DEATH WAS CAUSED BY: é f : 5 GRSEDAND UESTH 
ig 2 | IMMEDIATE CAUSE (2)_Arterjosclerotic Cardiovascular Disease _Years 
: po DUE TO 
Gonsltionsy It: apa saien Generalized Arteriosferosis Years 


gave rise to immediate 
cause (a), stating the DUE TO 
underlying cause last, (©). 


is the burial 


ficate has been signed by the 


me 3 PART li. DTHER SIGNIFICANT CDNDITIDNS CONTRIBUTING TD DEATH BUT NDT RELATED TD THE TERMINAL DISEASE CDNDITIDN GIVEN IN PART 1(a) 19. asa st 
g = ‘ : Se ee s 3 
ee) Chronic brain syndrome associated with cerebral arteriosclerosis, ves] NO [5d 
had ae SUNDERLYING [| 20b. DESGRIBE HOW INJURY OCCURRED. (Enter nature of Injury Tn Part Tor Park IT of Tem 18) > 
z & OR CONTRIBUTING [] CAUSE DE DEATH 
2 © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
= |20c. TIME DF INJURY Month, Day, Year | 20d. INJURY DCCURRED | 2De, PLACE DF INJURY (Home, farm,| 20f. (Clty or town) (County) Gtate) 
S 
ra Hour a.m. While Not While factory, street, office bidg., etc.) 
a 
= p.m. 19 at workL_] at work 


21. I certify that (1) (this Hata attended the = ee from_LO-7 = 
saw the deceased alive pn , and that death pccurred a 


2a. SIGNATURE | 
ATTENDING — MED. STAFF 
4 G. ¢ A =e pays. (}_pirecror [1] pays. Ex) 


to_2=2Re65_, , that (I) (we) last 
e238, bin the causes mae on the date stated abpve. 
22, DATE SIGNED 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, w 


Sa TG 22d. “ADDRESS Springfield State Reesftar 
| RG. 4 savin M.De Sykesville, Maryland 
23a. REWDVAE pect | 23b. DATE THEREOF Be. NAME DF CEMETERY OR CREMATDRY 23d. LDCATION (City, town or county) (State) 
ec 
Buria Moreland Baltimore, Md, 

{ 24, FUNERAL DIRECTOR T ADDRESS 2277 ee Bop? REGIS HAR'S SIGNATURE 
VR A15 (4) Ryley Bolles we | 
iM ace b de ma | Sona inthe 1 Pies AAseraess oalAR 4 1965 |_ 


\ 


The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN 


VR AIS (4) 
15M 4-64 


oh 


by the funerat 
Pages 1 and 


in 
t, within 72 hours after de 


completely filled 
we carbon papers. 


0 
ly even 


SS 


hysi 
le 
should be filed with the State Dept. of Health prior to burtal, cremation, or Petasets a 


ed by the attending p 
ansit permit. Then 


After this certificate has been 


director, page 3 should be detached for use as the bur' 


TO FUNERAL DIRECTOR 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, 01926 


21536 CERTIFICATE OF DEATH 192 


1 


PLACE OF OEATH 2. USUAL RESIOENCE (Where deceased li 


a, COU lived,_ff institution: ld before 24 
- do ATE, . GOUNTY 

PRO lds MARYLAND ATR 12 ¥ AR kek 
b. CITY OR TOWN (if outside cor; Ta limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN {If outside corporat ts, write RURAL and give nearest town) 


rite RURAL and give Sy, town) 
Mla iy WWSTEe | | WEEK New Winnsee 
d. NAME OF fy ‘AL OR eee (If not in hospital, glve street address) || d7$ ADDRESS e EL ese 


yes) nol] 


3. NAME af a. DATE Month Day Year 
DECEASEO OF 2 A a 
(Type or print) ( A Rh ES [sAAe ZSSON DEATH 2. : 19GS 

5. SEX COLOR E 8. DATE OF BIRTH 3, AGE (In years 

| 7. MARRIED [X] NEVER MARRIED REND ony Bo | 


V} 
10a. uta OCCUPATION (Give kind of work done 
during pest of yea i EL. ‘even If retired) 


2. ! feRak 


Middle 


| 


WIooweo [_] DIVORCED [|] 


Ti. BIRTHP 


ACE (County & State, 


ARV LAND 


10b, KINO OF BUSINESS OR 
INOUSTRY 


13. Lh Mee. 


alt 


JHER’S MAIDEN NAME 


| 
| 


be Aen, S. ARMED FORCES? 


ie, no, or, unkown) ec. dates of service) 


MEDICAL CERTIFICATION 


18. CAUSE DF OEATH [Enter only one cause =o rine for & (b), and (c).] 


) ONSET AND oi 
PART 1. DEATH WAS CAUSED BY: a . / ~ ‘ 7 

). of BY IMMEDIATE CAUSE (a)_C 2 (3/2 i ‘ ) : vie 

& DUE TO 2 

Conditions, If any, which w_H yrPeRr BT oe 


gave rise to Immediate 
cause (a), stating the ( DUET0 
underlying cause last. —(e). PLE DOU A 


19, He AUTOPSY 
ERFORMEO? 


ves F] NO 


PART II. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH SUTNOTRELATED TOTHE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


20a, ACCIOENT WAS UNOERLYING 20p. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
OR CONTRIBUTING (| CAUSE OF OEATH 
(IF EITHER, NOTI! EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED ) 208, PLACE OF INJURY (Home, farm, 

Hour a.m. while Not While factory, street, office bidg., etc.) 
p.m, 19 at work[_] at work 

21. I certify that (\) (this hospital) attended the deceased from___—=-// 7 1925, to_2/27 _, 195” that () (we) last 

saw the deceased alive on__<=/2 7 195 __ and that death occurred at_C<2 M, from the causes and on the date stated above. 


20f. (City or town) (County) (State) 


22a. SIGNATURE 22b. DATE SIGNED 


- Pern Z ATTENDING -— MED. |“ ee 
CABS fo fetes <7 wo. BONS E]—Bintcror CO Pav, [OPE 
226, PHYSICIAN'S 22d. ADORESS 
pe) 


. BURIAL Cis) 
OVAL (5) 


23b. DATE THER' EOF 


we 


The law requires that the death certificate be executed within hours after death. 


TO HOSPITAL ¢ Don PHYSICIAN 


VR A15 (4) 
15M 4-64 


mh 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 


MARYLAND STATE DEPARTMENT OF HEALTH 
bk) OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, O19 25 
5 D 
5) 


CERTIFICATE OF DEATH ( 


rs] 
S23 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a7 a, COUNTY ( Le é g , ATE b. COUNTY 
Pe MARYLAND |) _ 
~ o's b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR IN (iffutside corporate Itmits, write RURAL and give nearest town) 
Zz ee wrige RURAL and glve nearest town) / 
£8 EAS EE SiR ee al pe 
z ea d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS a pate es 
23an~ f 
eRe | ves(] nok} 
SF 3. hola First Middle Last 4. Wie Month Day Year 
cS 
(2 (Type or print) e Hy eC fr, Hos (Fes DEATH Fete 2G 19 G- 
By 5. SEX 6. COLOR OR RACE | 7, aRRIED rene MARRIED[] | & DATE OF B)RTH 9. AGE (In years [IF UNDER 1 YEAR]IF UNDER 24 HRS. 
62 . =: -~{ last birthday) |\}onths | Days | Hours | Min. 
g Months | Days | Hours | Min. 

ze Ponte | WhAE | woowen pivorceD [7] | Ha a i yrs. fee 
si 10a. USUAL OCCUPATION (Give kindof work done| 10b. KIND OF BUSINESS OR L P (County & State, orfpreign country) | 12, CITIZEN OF WHAT 
Ss 2 during most of eo. fg, even If retired) ~| INDUSTRY COUNTRY? 
23 tbe ty 

aS 13. FATHEWS NAME ay 


it. Then 


15. WA 
(Yes, no, 


cremation, or removal, and in any eye 


EC 
inkown) i ‘yes Dive war or dates of service’ 


# eS - 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1_. 


PART |, DEATH WAS CAUSED BY: Ves Leah 
; ) IMMEDIATE CAUSE (a). = 


es Lect Ava 
SED Ey EY DESeERN ED rer 6, SOCIALSECURITY NO, 


Ss DUE TO 
= Conditions, If any, which 0). 
a 
eo gave rise to Immediate 
4 cause (a), stating the ( DUE TO 
2 underlying cause fast. (c). 
ie 3 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITIONGIVENINPART 2(a) |19. PeRCOnMEniie 
— C4 
3 (3 ves} NOTA 
ia = 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part [ or Part II of item 28.) 
c—} & | OR CONTRIBUTING [] CAUSE OF DEATH 
B. © | (IF EITHER, NOTH |EDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,] 20f. (City or town) (County) (State) 
a Hour a.m. While Not While factory, street, office bidg., etc.) 
a 
= m. 19 at work[_] at work 


After this certificate has been signed by the attending phys' 


21. I certify that (1) (this regpi attended the deceased from. , 19 , to. BYA il tha’ 
saw the deceased live on. 194@S~,, and that death occurred at/2:40M, from the causes and on the date s 


Ta. aaa ie DATE SIGNED 
Ht hh ATTENDING ED. STAFF L / 2s, 
par M.D. PHYS. a Biect0n Dts Ol od (aS 


22c, PHYSICIAN'S 22d. ADDRESS 


NAME (Type) W. t+ Fo A ied JAAD. AA AAXCMESs for, 4 


PE ey oy (Clty, we eiy 
YT tP\G o (ma i 
il 25a. EL'D BY RECISTRAR| 250, RFGISTRAR'S S 
7 hs 
rd } : 


ovAR 2 1965 


director, page 3 should be detached for use as the burial-transit perm 


should be filed with the State Dept. 


\ 


TO HOSPITAL @ P ... PHYSICIAN: The law requires that the death certificate be executed within « hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and complet€t, 


VR A15 (4) 0) La Me a170 
15M 4-64 


1 MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
J 01933 CERTIFICATE OF DEATH 192. gu 
= 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased bai cay WNT Residence bef 
38 a. CDUNTY 2. SYATE pa 
Zone Carroll MARYLANO laryLand al timore City 
Bee : bd. un ue ea cu teheorpbrate limits, 3 LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporete am wi RURAL end give “ee town 
= gl |—_acesvilie rs, 1 mo. Baltimore es fee: 
3fZ d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADORESS soy rae 
_Springfield State Hospital. 1032 Granby Street Yes a 
3. NAME OF First Middle Last 4, DATE Month Day Year 
DECEASED OF 
(Type oF print NICHOLAS (NM) —_ JULIAN DEATH February 12 _19 6 
5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR|IF UNDER 24 HRS. 


7. MARRIED [“] NEVER MARRIED fx] 


last 


bintheay) Months] Days | Hours | Min. 


lease remove cary 


White wiboweD [7] pivorced[]| 9-28-07 yrs. 
10a. USUAL OCCUPATION (Give kind ofworkdone| 10b. KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or forelon country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
MM, Factory Washington, D.C. U.S.A. 
z 13. FATHER’S NAME | 14, MOTHER'S MAIDEN NAME 
S 
ist Joseph Sul ian Agusta Occhionre 
" 15. WAS DECEASED EVERIN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
3 No Unknown _ Records, Springfield State 
=, 18. CAUSE OF DEATH [Enter only one cause per line for (a), (6), and (c).] Pee aay 
2 PART 1. DEATH WAS CAUSED BY: . ‘ ‘ 
5 IMMEDIATE CAUSE (2)__Aoute myocardial infarction [minutes 
a L 
s if / OUE TO f 
pan i Here () Severe coronary arteriosclerosis with thrombosis years-moments 
cause (e), stating the ( DUE TD 
underlying cause last. (c). 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOTHE TERMINAL OISEASE CONDITION GIVEN INPART1(a) [19, WAS AUTOPSY 


Schizophrenic reaction, paranoid typa Healed pulmonary tubércul osis. ves BR} NOT] 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part 11 of Item 18.) 
DR CONTRIBUTING [] CAUSE OF DI 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 
p.m. 


20d. INJURY OCCURRED j 20e, PLACE OF INJURY (Home, farm, 
While Not While factory, street, office bidg., etc.) 


at work et work 


21. 1 certify that (1) (this hospital) at spect the deceased from_t—13-38 —, 19 to_2-12..65 , 19___, that (I) (we) last 
saw the a AD of 2-12- 19_____, and that death occurred 22235 M ffm the causes and on the date stated above. 


20f. {City or town) (County) (State) 


MEDICAL CERTIFICATION 


19 


SIGNATURE 22b, DATE SIGNED 
wo. PAS °C) Binecror C] pave, [| 2-12-65 
es ADDRESS Springfield State Hospital 


, page 3 should be detached for use as the bur! 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, } 


Ren 
e . 
)) Julian Radzykewyez mee 


23: ua BE 
va OVAL recify) 


23d. DATE THEREOF 23c. oe OF CEMETERY OR CREMATORY 23d. en (City, town or county) (State) 


pee Lae AO ae Sale REDD BY REGISTRAR Tei gi Ke. 
vare FEB 17 1965 f Chorliy \ idl 


director, 


\ a ) FUNERAL OIRECTOR 


: } e TR n ADORES: 
mare ON Facn te Mh Mec lh phosrlle £1; 


e od \\ 
TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, "OL Oe 7 


md 


CERTIFICATE OF DEATH 


=‘ 
ses 1, PLACE OF DEATH 2, USUAL RESIDENCE (' leceased lived, If institution: Residence before admission) 
fe tS e. CDUN a. STATE 4 b. en IED 
2S # Ro Ik ie MARYLANO- ¥2 te che Ate ol 
s Bs b. CITY TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (Ifgutside corporate Ilmits, write RURAL end give neerest town) 
BS ge Wee iL Hi give ni st town) u, e G 
is > 
pe néfe {Be l Dn 7 
3 Pat Peyy HDSPITAL OR INSTITUTION (if not In hospltal, give a d. iS A e. pal glee 
ee i} 4 
eee ageoht 0, Geneva | Uh (Uearinle MY KA __ wi ol 
=) 
gsF 3. pad First Middle Last 4. Hs Month Day Year 
Bes ype or SxiniyAf f eer LANCASTS - Kai Le | peat le eo 19 OS” 
5. SEX 6. COL R OR RACE 7, MARRIEO [-} NEVER MARRIEO[]| & OATE OF BIRTH 9. AGE (in a rues Bu RIF UNDER bai 
Cc jonths | Oays in. 
alin Wh iM ee wipoweD [Sg oworceo (| £9.- 2 ¥- -/8 8 yrs. 
e_£ 10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11, BIRTHPLACE (Coun Staj foreign cf ee) 12. CITIZEN OF WHAT 
s Peel during of een etired) ays) hy Q. {/ of ef San a 
Bas WUS Acme Vika WatZ tte GA. (S.A 
= os Te NAME : 14. MO "S MAIOEN NAME 
so t 
BPE | eh Oliver Lrwedsley— eH Reacaom Corbett 29 olla bd. 
eos. . WAS OECEASEO EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. I IT Address 
£265 es, 0, nn ars Ws 7) > e 
SES Cc V6 ls rel, SF 
2as = = — 
= =e 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).J UiHesht Aata 
ze PART I. OEATH WAS CAUSEO BY: 
&§ : TiS SRSA a, Concestive Heper Froiiuae | Mowstrt 


i a QUE TO 
Conditions, If eny, which HVPéeren sive CRRDIOVRSCULeD DISE 
gave rise to immediate ) tye Tei ke 2 ates amt 
cause (a), stating the OUE TO 
underlying cause last. (c). 


WEAVE 


f Health prior to burial 


3 PART Il. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUT NOT RELATEO TO THE TERMINAL OISEASE CONOITIONGIVEN INPART 1(a)  |19. REP SMaaTe 
= a 
ols yes[] NO 
= 
= | 20a. ACCIOENT WAS UNDERLYING A. 20b. OESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part | or Part Ii of Item 18.) 
6 | OR CONTRIBUTING [4 CAUSE OF DEATI 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g 20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED |2De. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
S Hour a.m. While Not Whlle factory, street, office bidg., etc.) 
a 
= p.m, 19 at work} at work [1] 


21, | certify that_(l) (this hospital) Wi: the deceased from st. 19.257 that (I) (we) last 
saw the deceased alive o S 19.28" and that death ocurred at.T=°M, from the causes and on the date stated above. 
0 


22a, SIGNATURE q z 22b. OATE SIGNE 
ese ctsd il Pee en, BE ie CRE Ob S-/ 7/05 
22c,- HYSICIAN'S, G 22d. AOORESS 
° v, “ 
ie Ghee SSuee k & Le EN CS £ (2sTeuge Ge Sf 
Za, Arya 23b. DATE THEREDF 23c. NAME CEI RY DR CREM: RY ‘23d. LDCATIDN, (City, town or county) (State) 
Goeee bl 1a-b5\ hw thedial Valumbegicare 
YF 4. INERAL ECTOR 25a. REP'D BY REGIS . RE als RAR" 
PEBTG W9b5. fooerln nage 


OATE 


page 3 should be detached for use as the burial 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed b 


should be filed with the State Dept. 01 


director, 


TO HOSPITAL OR ATTENDING PHYSICIAN. 


VR A15 (4) 
15M 4-64 


The law requires that the death certificate be executed within & hours after death. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ss 


svi! )- 01960 CERTIFICATE OF DEATH C 
e435 > 
2g 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before gdmisslon) 
2s. a, COUNTY a. STATE b. COUNTY 
27s Carroll MARYLAND Maryland = 
a, b. CITY OR TOWN (if outside corporate limits, . LENGTH DF STAY IN ib || c. CITY DR TOWN (If outside corporate limits, write RURAL and give neerest town) 
BE write RURAL and give nearest town) 
£., Rural - Sykesville 24yr.3mth.18i|da. Baltimore 2000S 4 
3 £ ~d. NAME OF HOSPITAL OR INSTITUTION (if not In Hospital, give street address) || d. STREET ADDRESS e ee a8 
=8 Springfield State Hospital 1715 N. Smallwood Street ves] no Bl 
s 3. Me Be First Middle Last 4. ats Month Day Year 
5 (Type or print) DORA KARLINSKY beth February 3, 1965 
5 5. SEX 6. COLOR OR RACE | 7, MARRIED [~) NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years /IF UNDER 1 YEAR |IF UNDER 24 HRS. 
3 A Oo oO last birthday) (Months | Days | Hours Min. 
5 Female White WIDOWED [7] DIVORCED 04-23-82 82 yrs. 
= 10a, USUAL OCCUPATIDN (Glve kind of work done| 1Db. KIND OF BUSINESS OR TL, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
g during most of working life, even If retired) INDUSTRY COUNTRY? 
s Housewife = Russia S.A, 
> 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
5 
= John Markell Anna Markell 
; 15, WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
= (Yes, no, or unkown) | (If yes give war or dates of service) F : . 
= no- ‘a none Springfield Hosp. Records, Sykesville, Md. 
a 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
er : ONSET AND DEATH 
ra . 
a PART |. EAT MEDIATE GaUse (@)__ACute myocardial infarction. Hours 
CJ A] 
te DUE TO 
Conditions, If any, which __Arteriosclerotic cardiovascular disease Years. — 


gave risé to Immediate 
cause (a), stating the? OVETD and cardiac failure. 


underlying cause last. (c). 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in arly evant, within 72 hours a 


& 
3 Be 
@ Rs 
ene 
232 
Zoe 
#25 & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVENINPART 1() |19. WAS AUTOPSY 
528 %|Schizophrenic reacti imple type i tal defecti NOR 
EB fe é ophrenic reaction, simple type in a mental defective. ves] No KY 
wets = | Da, ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Pert 1 or Part 11 of Item 18.) 
aso § | DR CDNTRIBUTING [} CAUSE OF DI ‘TH 
gse S | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 #8 | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED )20e, PLACE OF INJURY Home, farm,| 208. (Clty or town) (County) Gtate) 
$73 a Hour a.m, oe ae factory, street, office bldg. etc.) 
B2e = p.m. 19 at work[_]_ at work [_] 
Bae 21. I certify that Qf (this hospital) attended the deceased from October 15,1 : i 1965_, that 20 (we) last 
ses saw the deceased alive on Feb. 3, _1965_, and that death occurred atL2s aMB from the causes and on the date stated above. 
SiS 228, SIGNATURE s 22b. DATE SIGNED 
g Wd ATTENDING MED. STAFF 
+5 & é Q ee mo. PHYS] _binctor C] Pays. (xt! 2-3-65 
fa 22. PHYSICIANS 22d. ADDRESS 

= ye} 2 . 
= 85 *? Naci Buyukunsal, M.D. Spri esvill 
2 S 23a. BURIAL, CREMATION, T (State) 


REMOVAL \(Specify) 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely 


n, Ss pt 
230, DATE THEREOF, 23c. NAME OF CEMETERY OR CRENATORY * LOCATION (Clty, town or county) 
EAN QF Wask 
24, FUNERAL DIRECTOR AODRESS Ges ‘25a. REC'D BY REGISTRAR | 250. is) aah TURE 
DATE FEB D 9 5 : 


3. Frinton 3214 PYpmpis 


\ 


* 


= 


=e 
ec ove 
ay cf 
= 5oo 
~_ oak 
Ss 2 8 
££ for 
Sos 
2 ao 
Beg 
a as 
8 £2 
= ohn 
Cy Sy 
rar 
fas 
> 


thin 2 


es 


4 t ician and co! 
ransit permit. Then please remove# 


, cremation, or removal, and in any e 


ed by the attending phys' 


TO. HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed w 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si; 
director, page 3 should be detached for use as the bur 


should be filed with the State Dept. of Health prior to bur 


0 


VR AIS (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


3 CERTIFICATE OF DEATH \ 
1 Baas eles 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
Carroll aivin & STATE Maryland >. COUN Oa rroll 
b. CITY DR TOWN (If outside corparetey Timits, ¢. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporete limits, write RURAL and give nearest town) 
__ Write RURAL and give nearest town, ; a 
Westminster 3 weeks Westminster RD 2 
d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS & pt eee 
Carroll County General Hospital / ves] nol] 
3. yt a First Middle Lest 4, Bae Month Day Year 
(Type or print) SAMUEL EDWARD KAUFFMAN peatH «© Feb. 15, 1965 
5. SEX 6. COLOR OR RACE x 8. DATE OF BIRTH 9, AGE (In years | IFUNDER 1 YEAR|IF UNDER 24 HRS. 
Baie nabe 7. MARRIED [X] NEVER MARRIED [ ] A burihdes) (yronehe | Dass Houre’[- Mine 
WIDOWED [-] vivorceo[-]| Sept. 11, 1883 |8 yrs. | 
10a. USUALOCCUPATION feceke kind of work done] 10b. KIND DF BUSINESS OR 11. BIRTHPLACE (County & aie or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retIred) INDUSTRY . COUNTRY? 
farmer, werker in me plant arroll Co., Maryland eDiets 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
George L. Kauffman Susan Crawford 


15. WAS DECEASED EVER INU.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 


16. SOCIALSECURITY NO, | 17. INFORMANT Address 


214-01-0472| Mrs. Samuel E. Kauffman same 


18. CAUSE OF DEATH [enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


: ONSET AND DEATH 
PART |, DEATH WAS CAUSED BY: 
P "IMMEDIATE CAUSE Pa pbs ae dove: 
& X DUE To 


Conditions, If eny, which Ea 
gave rise to Immediate 


cause (a), stating the ( DUE “ , 

underlying cause fest. 6 

PART I!, OTHER ral TCA NCSNTUITIONS CONTRIBUTING 10 DEATH BUTNDTR abode TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) = |19. as Comer 
‘es Er nT 


z 
= 
4 
é no [7] 
i | 208, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Pert I of Item 18.) 
& | OR CONTRIBUTING [) CAUSE OF D 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 208, PLACE OF INJURY Home, farm,] 20, (City or town) (County) (State) 
a Hour a.m. factory, street, office bidg., etc.) 
8 White -— Not While 
= mM. 19 at work at work 

21. | certify that (1) (this hospital) attended the deceased from_c+£. 9 _, wa, to , 19627, that (1) (we) last 

saw the deceased alive o 19©3"_, and that death pccurred atu 22M, from the causes and on the date stated above. 

22a, SIGNATURE os | 22p. DATE SIGNED 
ATTENDING MED. STAFF 
fod F a9 M.D. PHYS. Bingcror C} pave, COL fed fax /9G1~ 
22c. PHYSICIAN’S 22d. ADDRESS Ne 
NAME (Type) 
238. BURIAL oe oa 2ab. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Gtate) 
eclfy) : 
ens Le 2/18/65 Meadow Branch Cemetery nr Westminster, Maryland 


25a. REC'D BY 9 1968 25b. REGISTRAR’S SIGNATURE 


of EB 19 196: 


2k We 


MARYLAND STATE DEPARTMENT OF HEALTH 
—. M DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
; avy |__ DI 942 CERTIFICATE OF DEATH 0193 
25 3 ‘5 Prag oe DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admlsslon) 
ous Cirroll ecko a, STATE Maryland b. COUNTY 
a 3 oS b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Bs ra) write RURAL and give nearest town) 
«8 Sykesville Baltimore 5 
3 a d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS : a js Ae 
= Fm ag . 
= gs / Springfield State Hospital 4280 Clydesdale Avenue vesL]_no Bd) 
3. NAME OF First Middle Last 4. DATE Month Day ‘Year 


(ype or print Mary Agnes Kennedy Kavanaugh team FFB BG 965 


22b. DATE SIGNED 


Ze. § oe 
ATTENDING MED, STAR 
Sal tz AlPersras M eck binector CJ pris. bT| S-2(-GY 
28. PHYSICIAN 


MEAT och \ Mathers a ei. Springfield State mere Sykesville 


23a. BURIAL, ea | 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within hours after death. 


23d. LOCATION (City, town or county) (State) 


a 5. SEX 6. COLOR OR RAGE | 7, MARRIED [-] NEVER MARRIED(_]| 8 DATE OF BIRTH 3. AGE (In’ years |IFUNDER 1 YEAR|IFUNDER 24 HRS. 
. t Dirthday) Hours | Min. 
ae es 6 Vy. 1880 iH Months] Days | Hours | 
EEg emale White WIDOWED F} DIVORCED ["] mesh =, yrs. 
ee 10a. USUAL OGCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
boy during most of working life, even If retired) INDUSTRY COUNTRY? 
23 5 housewife Pennsylvania 
eeu 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
ace James Kennedy unknown 
£e5 
205 Op, TASDECEASED FYERINU'S. ARMED FORCES? ] 16. SOCIAL SECURITYNO. | 17. INFDRMANT Address 
= es, no, or unl s 2 2 
Hee es een eae none Records, Springfield State Hospital, S 2 
ss I 
i = 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and os q Hse et | 
-Be PART I, DEATH WAS GAUSED BY: pitt os uf ie ~ @ 
cae a / IMMEDIATE GAUSE Ac ter oS. le. east \SeaS e— evaran oe 
oC ov _- Uf . 
ons DUE TO 
Bos = Conditions, If any, which yy een cee( i mies cart EA oulexs 5 as 
a geo gave rise to Immediate ( . 
a. St cause (a), stating the r - 
1g Gee _- | underiying cause last. er Ke tiesto (a E action ate 
e252 S | PARTI. Le RIBUTING TO DEATH BOT NOTRELATED TO THEZERMINAL DISEASE CONDITION GIVENINPART 1(@) 19. WAS AUTOPSY 
Sess |e eee 
Sas < 
2858 02 Chron. Brer ¢. ee s£o cit witl seni ile beciphis eas ial "No 
Beez i | 20a. ACCIDENT WAS UNDERL' 20d.  escniBE HOW ei OCCURRED. (Enter nature of Injury “ Pat ort T or Part I of Item 18.) 
a5 us & | OR CONTRIBUTING |) CAUSE OF okArH 
8S22 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2Ess 3 | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED )208, PLACE OF INJURY (Home, farm,| 20%. (City or town) County) (State) 
ao Se a Hour a.m. while ont while factory, street, office bidg., etc.) 
a Bs = p.m. 19 at_work at work 
Boze 21. | certify that (I) (this hospital) attended the deceased from 19 ~ 26-196 S that (I) (we) fast 
= =| 
Sess saw the deceased alive on. 2-26 —194 Sand that death occurred ate PM, from the causes and on the date stated above. 
5 tien = 
o 
2525 
2 Se 
© 
2 
3 EsZ 
i A 
fos 


TO FUNERAL DIRECTOR: After this cert 


TO HOSPITAL 
director, p 


REMOVAL (Specify) 


24, FUNERAL D} RECT 


VR A15 (4) 9 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01942 CERTIFICATE OF DEATH 01931; 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived, If Institution: R 
2. COUNTY 


nce before admission) 


: « STATE b. COUNTY 
£ ___ Carroll Sep ee ri Maryland Carroll 
3 b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
M write RURAL and give nearest town) Y 
= Rural Taneytown Rural Taneytown > 
e x dd. NAME OF HOSPITAL OR INSTITUTION [il not in hospitel, give street address) | d. STREET ADDRESS . ns Yoon 
3 
3”| P.O. Route # 1 P.0. Route # 1 vs BE NOL] 
“3. NAME First ~ ‘Middle oe lest | 4. DATE ‘Month Day “Yeer 5 
q DECEASED OF 
Mppe-egpan!) Wilbur Theodore Lawrence PEE Mepruary 7» “i%6be" 
5. SEX | 6. COLOR OR RACE|7. married [CDNeveR MARRIED [-] | 8 DATE OF BIRTH 9. AGE in y ; UNDER YEAR| IF UNDER 24 HRS. 
sf birthdey) |"Months| Di Hours | Min. 
Male White wipowen [X] _ vivorceo [] |August 11, 1911 eee malo |e 


< | 
& Wa. USUAL OCCUPATION (Gir ind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or loreign country) 12, CITIZEN OF WHAT COUNTRY? 
e dona during most of working life, even if retirad) 
ay Farmer _ ; Farming Carroll Co., Maryland U.S.A. 
oe 13. FATHER'S NAME <a. 14, MOTHER'S MAIDEN NAME 
2 
g Thomas Lawrence Mary Ellen Bollinger | a 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
(Yas, no, or unkown) | (Ifyesgive warordates ofservica) 
No None iss Charlotte Lawrence R#l Taneytown, Md. 


18. CAUSE OF DEATH [Enter only one caysp.per line for (a), (b), and (c).] 7 - m INTERVAL BETWEEN 


ol ihe. lane 
PART I. DEATH WAS CAUSED BY: ze+ ’ L Ge 
IMMEDIATE CAUSE (e). LAL Eo 4. Chie. eel al) 


/ f DUE TO 
Conditions, if any, which n1eCeer Gitg See ne Maat 


(b) 
gave rise to immadiate cause 


(a), stating the underlying (° DUETO Litto’ iS Poe ae 


transit permit. Then please remove g f on 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


| or attending physician, 


TO FUNERAL DIRECTOR: After this certificate has been signed by the atten 


couse last, (¢) » 
PART Il. GTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN | IN PART 7) 9. Was Eis 
YES fa No [7 


20a. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING CL] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part JI of item 1B.) 


20c. TIME OF INJURY Month, Day, Year 
Hour e.m. 
m, 


20d, INJURY OCCURRED 
While __Not While 
at work [_] at work [] 


200. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) ~ (State) 
factory, street, olfice bldg., etc.) | 1 


MEDICAL CERTIFICATION 


19 
|. | certify that (I) (this hosp’ attended the deceased from. 


tz]. 7 
Bae S Savon 


22, PHYSICIAN'S 


NAME (Type) < Sy, Me Yea 


»S that (1) (we) last 
., and that death occurred Poin m the causes and on the date stated above. 
- 7 «2gb. DATE 


ATTENDING MED, STAFF Ich 
Mp. | PHYS. pacer (1 pays. [] 2/3 Psy 


saw the deceased alive on.. 


director, page 3 should be detached for use as the bi 


8 
2 
© 
£4 
> 
.) 
3 
2 
wf 
i 
o 
3 
z 
+ 
° 
e 
a 
€ 
Fy 
3 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


23a, eae ey 23b. DATE THEREOF 23. ME OF CEMETERY OR CREMATORY be (State) 
REMOVAL (Specify! 
uria Feb. 10,1965 |_ Baust Cemetery estminster RFD Maryland 
24 FUNERAL DIRECTOR'S CF gee oa Moth Res 250. REC'D BY REGISTRAR | 25b. Cluonvba, Ss aa eg 
veel C.0. Fuss & So Taneytown, Maryland loarfEB 1 0 


The law requires that the death certificate be executed within e. after death. 


TO HOSPITAL G ATTENDING PHYSICIAN 


ah 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phi 


apers. Pages 1 an 


any event, within 72 hours after de@th. 


B 


jan and completely filled in by the funer: 
Aremove carbon 


MARYLAND STATE DEPARTMENT OF HEALTH 


kat OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, FED 
01944 CERTIFICATE OF DEATH 93! 
1. PLACE OF OEATH 2, USUAL RESIOENCE (Where deceased lived, If Institution: Residence before admission) 
a. COUNTY a ree b. COUNTY 
Carroll MARYLAND Maryland 
b. CITY OR TOWN (If outside corporate limits, ¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate Iimits, write RURAL end give nearest town) 
write RURAL and give nearest town) .2 
Rural - Sykesville 4) yrs., 10 fa. Baltimore 200s. Y 
d, NAME OF HOSPITAL OR INSTITUTION (If not In hospltal, give street address) || d. STREET ADDRESS 6. TS RESIDENCE 
Springfield State Hospital _ 3931 Greenmount Avenue yes) no fxd 
3. NAME OF First Middle Last 4. OATE Month Day Year 
DECEASED OF 
(lype or print) ESTELLA MAY LENTZ vets February 7, 19 65 
5, SEX 6. COLOR OR RACE | 7. maRRIED [-] NEVER MARRIED [X] | 8 DATE OF BIRTH 9. a {in years TFUNDER 7 YEAR IF UNDER 24 HRS. 
SI lay) le 
Female White  AeRED Og preree al 10-31-1886 es Months Days | Hours | Min. 
10a, USUAL OCCUPATION (Give kind of work done| 10b. KINO OF BUSINESS OR IL a iy PLACE (County & State, or forelon country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INOUSTRY re ‘ COUNTRY? 
none - Mary. and U.S.A. 
| 8) FATHER'S NAME Ta. MOTHER'S MAIOEN NAME 
Louis Lentz Lucinda Smith 
15. WAS DECEASED EVER INU.S.ARMEOFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 5 : 
no = none Springfield Hosp. Records, Sykesville, Md 
18. GAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSEO BY: “BOARD EN 
IMMEDIATE CAUSE (a) Heart, fai lure 
DUE TO P r ; 
Conditions, If any, which «___Combined arteriosclerotic and mitral heart Years 


gave rise to Immediate 5 
cause (a), stating the DUE TO diseases 


underlying cause last. 


(c) 
& | PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) |19. WAS AUTOPSY 
= ae 
|S) Schizophrenic reaction, simple type in a mental defective YES no [] 
= | 202, ACCIDENT WAS UNOERLYING 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
& | OR CONTRIBUTING [] CAUSE OF D 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= |20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) County) Gtate) 
ray Hour a.m. factory, street, office bidg., etc.) 
6 Mm. while. -— Not While 
= p.m. 19 at work at work 
21. I certify that) (this ee atts eed the haa from__1=22= 19, to_2=7=65 , 19___, that Of (we) last 
saw the deceased alive on , and that death occurred at 82 OM, Ranline causes and on the date stated above. 


22a. SIGNATURE 22b. DATE SIGNED 


director, page 3 should be detached for use as the buriai-transit permit. Then 
should be filed with the State Dept. of Health prior to burial, cremation, or remova 


VR A15 (4) 
15M 4-64 


4 MED. H 
pave O'S] Bingcror C) pve, XI! 2-8-65 
2c. PHYSICIAN’ "Ba. pee 
(Pe) Nuci Buyukunsal, M.D. ai] Springfield State Hospital, Sykesvill 
Tia. aan ge” Zab. OATE THEREOF | 230. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town or county) tate) 
RRA | 2-10-65 Baltimore Baltimore, Md 


2 Nein DIRECTOR AODRESS 
Wm.Cook,Inc., 1217 St.Paul Street,Baltimore 


25a. REC'D BY 95 font REGISTRAR’S SIGNATURE 


pare FEB 9 


see) 


‘hin 24 hours after 
led in by the funeral 


hd 
hours after death. 


ling physician and complete: 
-transit permit. Then please remove carbermpapers. Pages | and 2 should 


|, cremation, or removal, and in any event, withi 


retained by the hospital or attending physician. 


TTENDING PHYSICIAN: The law requires that the death certificate be execu 
CTOR: After this certificate has been signed by the attendi 


A 
be 


TO FUNERAL 


director, page 3 should be detached for use as the burial 


be filed with the State Dept. of Health prior to burial, 


TO HOSPITA; 
death. Page 


VR AIS (4) 
15M 7/61 


9 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


921945 CERTIFICATE OF DEATH 01933 


aS resi DEATH 2. USUAL RESIDENCE {Where deceased lived, If institution: Residence before edmission} 
Oy STAT b. COUNTY 
Carroll St RainER TD *sTATiary land Carroll 


b. CITY OR TOWN {if outside corporate limits, c. LENGTH OF STAY IN Tb NG ¢. CITY OR TOWN (If outside corporata limits, writa RURAL and give nearest town} 


write RURAL and give nearest town} : ' 
Finksburg ber) Pal lifetime Finksburg RD #1_ 
d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give straat address) d. STREET ADDRESS “IS RESIDENCE 
I ON A FARM? 
| Bethel Road ay ae || Bethel Road Nes [eNO 
AME OF First == Middle a ae i) a Month Day “Year 
” DECEASED OF 
taecrer ISADORA LEE LOCKARD Beam Pe De hey 9 8S 
5. SEX ~ [6 COLOR OR RACE|7, maRRieD |] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years |iF UNDER T YEAR| IF UNDER 24 HRS. 
f 1 ‘ Oo O last birthday) |Months| Deys | Hours | Min. 
enale white winowen K] —_vivorceo [] OC ta Jy 1877, 87 yn. | | 


11. BIRTHPLACE (County & Stete. or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


Carroll County, Maryland U.S.A, 


14, MOTHER'S MAIDEN NAME 
Virginia Stevenson 


Wa. USUAL OCCUPATION (Give kind of work 
done during most of working life, evan if retired) 


housewife 
13. FATHER'SNAME 


John W. Holmes 


VOb. KIND OF BUSINESS OR INDUSTRY 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT : Address 
(Yes, no, oF unkown) | (Hyesgive weror detasofservice) 
-- W. Holmes Lockard same 
|| 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b). end (€).] =h INTERVAL BETWEEN 
. ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: a 
/ IMMEDIATE CAUSE (e} r: es = _ PAAR A are 
{ OO DUE TO M1 Vv ‘ 


s ‘ 
Conditions, if ony, which (b) Lfies Mere Oa Wan. ee ON Bere te eK 
gave rise to immediate couse Si fe - 
(e), stating the underlying a 
eave terl} Sym. is f (PERE SP 54) | & ae < 
COND 19. WA/AUTOPSY 


3 "PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a) WASAUTORS 
[bs etn Tay Aecpase : Sabi 
E [20e. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Pert | or Par Il of item 18.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH = 

G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

2 . =, 
& | 20c. TIME OF INJURY — Month, Day, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, ' 20f. (City or town) (County) (Stete} 

3 Lic apwetin. While __ Not While factory, street, office bldg., etc.) | 

2 na 9 at work [_] at work j 


21. F certify that (I) (this hospital) attended the deceased from.Z¥.4../.21. DWE, 10. Men LB, 19.6.5that (1) Qe) last 


saw the deceased alive on reheated, mee. 19.6.5. end that deeth occured at'8.44M, from the causes and on the date stated above, 
. ~-22b. DATE 


22e, SIGNATURE 
ATTENDING. MED. STAFF SI 


he; fea x Za, mo, | PHYS. [ET dinector [] PHYS. [ 

22c, DS a) ey 22d, ADDRESS ; c 
ype) 

ED Ze ee Lee a ee | AEG AE FZ 


‘23a. BURIAL, CREMATION, 2b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY Pia LOCATION (City, town or county) 


Set sale uSiLOs Sandymount Cemetery inksburg RD 1 Ma 


urial 
4 FUNERAL DIRECTOR'S SIGNATUI ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S ‘SIGI RE 
ae an ee 


| fe Daye 


\ 


by the funeral 
Pages 1 and 
fter de; 


i 


The law requires that the death certificate be executed within 24 hours after death. 


1 or attending physician. 
certificate has been signed by the attending physici: 


3 should be detached for use as the burial 


pvent, within 72 hours a’ 


and completely filled 
fe carbon papers. 


© 


jal 


leas 
and 


mit. Then P 
cremation, or removal, 


-transit pe 


ior to burial, 


is 


After thi 


ied with the State Dept. of Health pri 


TO HOSPITAL OR ATTENDING PHYSICIAN 


Page 4 may be retained by the hosp! 


should be fi 


TO FUNERAL DIRECTOR: 
director, pa; 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


DIS66 CERTIFICATE OF DEATH 1934 
1 Hee a 2. USUAL RESIDENCE (Where deceased ee If Institution: Residence before admission) 
ee MARYLAND ae sre bore LO, 


be ib OR TOWN (If outside cory porate limits, |-¢- LENGTH OF STAY IN 1b CITY OR TOW] 


CCF offside aeees: limits, We RURAL and give nearest town) 
tte RURAL and give neares' 


@. 1S RESIDENCE 
ON A FARM? 
vesL] nol 

3. ee ae First Middle 3 Last 4, Aug Month Day Year 
ype or print) — f§ WIS Er Awl? by wv ke Hed | DEATH A 4s & has 


5, SEX 6. COLOR OR RACE | 7, wARRIED [-] NEVER MARRIED [-} | ®& DATE OF BIR SF yer [TE DU VEN FUNDER 20 
Make Wl fe wippweD [7 _ivorcED-] ag (S50 — yrs. : 
Ta, CITIZEN OF WHAT 
COUNTRY? 


ee USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF IE PRINESS OR TRTHPLACE (County & State, or foreign country) 


most of working life, even If retired) R wes 5 Ae 
14. teat MAIDEN NAME 
Se Carling 2 
17. INFORMANT 


Mrs Wil [bur Retl é uy Add. 
18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).7 Ws <2 “6 ya a 


2 : ONSET i 
PART |. DEATH WAS CAUSED BY 

5 oj IMMEDIATE a Anta neateherretig, Com obese Varela 2 Yeap 
ik ees DUE TO 2 L (oe2te2e. 
Conditions, If any, which me 6 Win ae ge An Un : LO sate 


gave rise to Immediate 


bre nm 
|. NAME OF HOSPITAL OR TNSTI UTFON (If not In hogpltal, give strget address) i S$ REET an 


15. WAS DECEASED EVER IN U.SJARMED FORCES? 


Address 
inkown) ly far or dates of service) 


causa (a), stating the DUE TO 


underlying cause last, Putra ana Hoesa beset. 
PART ||. OTHER SIGNIFICANT Esa aERDaE ener EE TPEEATT RIBUTING TO DEATH BUT NOT RELATE@)10 THE TERMINAL DISEASE QONDITION GIVEN IN PART 1(a) 


z 

= PERFORMED? 

s ves[] nopy 
z 

i= | 208, ACCIDENT Was UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter neture of Injury In Part 1 or Part II of Item 18.) 

Ba EITHER, NOTIFY MEDIGAL EXAMINER) 

% | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206, PLACE OF INJURY (Home, farm,] 20f. (City or town) (County) Gtate) 

a Hour a.m. While Not While factory, street, office bidg., etc.) 

= p.m, 19 at work[_] at work Ty 


21. | certify that (I) (this hospital) attended the deceased from. 1954 to. (we) last 
saw the deceased alive pi 194, and that death occurred a , fom the causes and on the date stated above. 


22a. SIGNATURE y Ly “hf va 
] STAFF 


ae & ATTENDING 


ED. 
] pirector {]_PHys. 


We board AD wien (4 ack Pew) 


23a, pea 23b, DATE Se. 23¢. NAME OF CEMETERY Al 4. y 23d. LOCATION ae town or cg 


24. Fl eae DIRECTOR 


a ee al 


22c, Here 


letely filled in by the funeral 
pers. Pages 1 and 2 shoul 


72 hours after death. 


The law requires that the death certificate beexecuted within 24 hours after 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician a 


director, page 3 should be detached for use as the burial-transit permit. Then please remove < 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AIS (4) 
20M 5-63 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


FAARTLAND STATE DEPARIMENT UP MEALITE 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1947 CERTIFICATE OF DEATH 01935 


4 
1. PLACE OF DEATH 2, USUAL RESIDENCE (Whare daceased lived, If Institutlon: Residence before edmission) 


. COUNTY . STATE /) b. COUNTY 
= MARYLAND : / bh An YA‘ (a 
b. CITY OR JQW/¥ (if outside corporal ¢. LENGTH OF STAY IN 1b . CITY OR TOWN [if outside corporata limits, writa RURAL end give nearast town) 
write Ri ng giva neareyyto 4 = 
Q bai an 


@. IS RESIDENCE 


~d. NAME OF Ae i) INSTITUTION {if not in hospital, give street eddress) d. STREET ADDRESS 
af ON A FARM? 


Soller Her G: as? Rs 


. NAME OF Middle 


DECEASED 
(Type or prin!) 
5. e: 6. COLOR OR RACE] 7, MARRIED [DI NEVER MARRIED, 
Mande | wiboweD Be —_vivorceo [} 
FT0e, USUAL OCCUPATION (Give Kind of work | 10b. KIND OF BUSINESS OR INDUSTRY 
dona during most ef working \n if retirad) 


M16 We | J Jes. we 


13, FATHER’S NAME 


FCPS S. TP CT MAA 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 


(Yes, * ie beens a oy B/b-0/-15 2.2] 


18. CAUSE OF DEATH [Entar only ona cause par lina for (a), (b), and (e)4 
PART I, DEATH WAS CAUSED BY: f 
IMMEDIATE CAUSE (a) fe 
DUE TO 
Conditions, if any, which (b} 4 oFs- 


g8ve risa to immediate causa 
(a), stating the undarlying ( DUETO 
couse last, te) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATES TO/THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a) 


OF 
DEATH 


pate OF SIRTH 9, AGE (In years 


4 . t pithdey) 
LSC. ne 
i pin Te Comb i Stan pportarsighcoaen7) 


DE, 7 iy v4 

12. CITIZEN OF WHAT COUNTRY? 
aed ALA Adc Ree, A 

14. MOTHER'S MAIDEN NAME 


ELizapetH Fh Limk. 


17, INFORMANT Address 


ZA JARO WiwALES S835 Sermo 


AR | IF UNDER 24 HRS. 
Months] Deys | Hours | Min. 


19%, WAS AUTOPSY 
PERFORMED? 


yes [] NO 


208. ACCIDENT WAS UNDERLYING [] 

‘OR CONTRIBUTING [] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c, TIME OF INJURY Month, Day, Yaar 
Hour a.m, 


20b, DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury In Part | or Part Il of itam 18.) 


20d. INJURY OCCURRED 


Whila Not While 
work at work 


20, PLACE OF INJURY (Homa, 
factory, si 


m, | 20f. (City or town) (County) 
te.) | 


MEDICAL CERTIFICATION 


19 


that (1) (we) las 
M, from the causes and on the date stated above. 


22b, DATE 
STAFF SIGNED 


a oF MD. ms. DIRECTOR () prys. (] 
LIA ‘SV Ee — ry = Vv 72d. ae 


23a, 6URIAL, CREMATION, | 23b. DATE Heel ae NAHE OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) fa 
Tene p ‘dee rl 


REMOVAL (Specify) 
25a,_REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
DA’ FEB 1 6 YC 
= 


=> ate LE iw) ENT 14 


Pate rRpAs 
24 FUNERAL DIRECTOR'S wees ee 


appl | Lill AD 71S ie 


" 


papers. Pages 1 an 
thin 72 hours after de; 


and completely filled in by the funeral 
n 


ician 
ease removy 


mit. Then 


transit pen 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physi 


TO HOSPITAL : ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 3 hours after death. 
director, page 3 should be detached for use as the burial- 


VR A15 (4) 
15M 4-64 


Cy 


. MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


=~ 
21948 CERTIFICATE OF DEATH 01936 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. COUNTY WW a, STATE b. COUNTY ct 
Varro MARYLAND Maryland Baltimore Cit 
b. CITY OR TOWN (if outside sorparate limits, c. LENGTH OF STAY IN 1b ||c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town: 
Rural - Sykesville emths. 14 dal. Baltimore 472 = 22a oe 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET ADDRESS Cy CR TART 
5. Springfield State Hospital 5631 Sagra Road ves] no) 
3. NAME OF First Middle “Last 4. DATE Month Day Year 
DECEASED " ae : ae OF 
(Type or print) ANA EA PERZIRA DEATH February 21, 19 65 
5. SEX 6. COLOR OR RACE | 7, marRieD [-] NEVER MARRIED[ | & DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR IF UNDER 24 HRS. 
: last birthday) (Months | Days ) Hours | Min. 
Female White wipowen [X] pivorceD-}| 10~29-89 yrs. 


10a, USUAL OCCUPATION (Give kind of work done 
during most of working Iife, even If retired) 


75 
106. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or forelpn country) | 12. CITIZEN DF WHAT 
INDUSTRY COUNTRY? 
- Maryland U6, As 


Housewife 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John E. Schuster Margaret Weisbrodt 
15. WAS DECEASED EVER INU.S. ARMEDFDRCES? | 16. SOCIALSECURITYND. | 17. INFDRMANT Address 
(Yes, no, or unkown) |(Ifyes give war or dates of service) 2 F : 
no a 581-52-8990 | Springfield Hospital Records, Sykesville 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: : ’ ; ONSET ee 
4 IMMEDIATE CAUSE (2)__AYteriosclerotic heart disease _Years 
pO . : 
! bueTO Coronary arteriosclerosis Years 
Conte gH sender )__Aspi ration bronchopneumonia Days. 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (©) 
EI PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASEGONDITIONGIVENINPART1(a) [19. WAS AUTOPSY 
ls Chronig bred B syndrome with senile brain disease with psychotic ves] NOT] 
= 
j= | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part |! of item 18.) 
& | OR CONTRIBUTING [) CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= [20c. TIME OF INJURY Month, Day, Year ) 20d. INJURY OCCURRED ] 200, PLACE OF INJURY (Home, farm,| 20f. (city or town) (County) Gtate) 
ray Hour a.m. While Not While factory, street, office bidg., etc.) 
g 
= p.m. 19 at work O at work O 


21. | certify that Of (this hospital) attended the on fon aes 


Py e=el=_, 19 that (6 (we) last 

saw the deceased alive o 2~21— 19 5 and that death pecurred at_O:22MHiom the causes and on the date stated above. 
228, nga | 22b. DATE SIGNED 
. TAF 
poe BE no. SE" Saree 9 SA | 2-22-65 


22c. PHYSICIAN'S ks ADDRESS, 


NAME a : ; a 
(8) Edmee Reeves, M.D. Springfield State Hosp., Sykesville ,lc 
23a. BURIAL, CREMATION, 230. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 2ad. LOCATION fGity, town or county) oon 
a fd 


es eg 2/25/65. Holy Redeemer 


LA 
24. FUNERAL DIRECTOR ESS 


Leonard J, Ruck $nc. Balto. 14 Md. 


t Oe y 
25a, REC'D BY REGISTRAR | 25D, REGISTRAR’S SIGNATURE 


ore EB 2 4 pCbarkeg 


» * 


SN 


a . Y nla MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


01943 CERTIFICATE OF DEATH 01937 


SE 
ee AS 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
8 8 a. COUNTY 2 fe 0. STATE b. COUNTY 
ee ; TH Ro ht marriano || NY DWARYLAWD °°" Aphpace 
aoe 
= 7 3 b. CITY OR TOWN (Hf ouside cerperole Tieyj bit) ig |. LENGTH OF STAY IN Tb ¢. CITY OR TOWN {If outside corporote limits, write RURAL and give nearest town} 
o UI! a vs rene jal) , 
3 25 o Ya DEE LURGL 
wes NON _ BF LER “4, 
222 ‘d. NAME OF HOSPITAL ({f nat in haspital, give street address) ‘d. STREET ADDRESS e. IS RESIDENCE 
ead OR INSTITUTION ——o ‘ON A FARM? 
@: 28 a Yes [} NO 
2 NOS 
z = 6 3. NAME OF First Middle Last 4. DATE Month Day Year 
E = 
tele tieor nd CBP IES WiLL EA BUS eee ed LF __ Ww es~ 
c = 8 
= 588 5. SEX 6. COLOR OR RACE |7. MARRIED ef NEVER MARRIED []} |B. DATE OF BIRTH z boa HEURES LYPARAE UNDER 24 HRS. 
toe. oS, jast birthday) [Months] Days | Hours] Min, 
seca wivowed [[] _—sibivorced FEE AZ. -/F6 gG “Sh yrs. 
3 €8 TOa. USUAL OCCUPATION (Give kind af work done] 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or fareign Lab: 12. CITIZEN OF WHAT COUNTRY? 
z $2 during most af working life, even if retired) BRYL BN, WSA 
3 PLUG EcThleak | y) 
oa eye 4 iy), SLRVICE 
g oan 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 $83, Iv Zo BUS ELLIWE __ S721T 
Ee 
33:47 [LAL LZ, 
€ 36 5 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
= aee (Yen. n0, oF unknown) {IE yes, Give wor oF doles of service) 
= E oF unknowe ee o é 
got : | ; Wt§-L6- LUCILLE PUEPBOS __Uittten BRILGE 
i MES 
R -ecBeb, 18. CAUSE OF DEATH [Enter only one couse per line far (a), i ond (c). ; : L i INTERVAL BETWEEN, 
a Eee PART |. DEATH WAS CAUSED BY: if] rs f 4 ? 2 
er Soe IMMEDIATE CAUSE (a) cute gocard ral i arction (=p 
5 fFS§ yf / DUE TO ( ¢ : / ; 
£823 Cantons’ i ds an 4 PBrtery lxcele ton hr 
£ z¢ anditions, if ony, which Ow” Ov} p—- 
Ss Bes gave rise to immediote 
eS couse (0), stating the under. ( OVE fe 
Peeel lyi lost. 
Sesee ying couse last. 
BES = ry Pany JL. OTHER SIGNIFICANT CONDITIONS CONTEIBUTING TO DEATH BUT NOT RELATED 10 THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTORSY 
Beas = cs 
rae i Bi latenal Kulmenan —ha semg@ vs ENO (Y~ 
ree © [200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injuryin Port | dr Port Il of item 1B.) 
ce cheat & | OR CONTRIBUTING CJ] CAUSE OF DEATH 
zeos_ © | (F EITHER, NOTIFY MEDICAL EXAMINER) 
s 3. 3 
SS we -$35,5 555355 ee Se 
Sots 5 & ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY {Home, ae 1204, {City oF town) (County) (Stote) 
BPS 
5% gt a Hour a. m. While. Natron factory, street, office bldg., etc. 
zsi?2 3 p.m. 19 Jat wark [7] of work (] 1 
=r ers 3 . F al 
2 $2 21. t certify that (I) (this haspitgl) attended the deceased fram JY AW f __, 1X 7- to. 2 bE as 1962_> that (1} (we) last 
252% 
area eS saw the deceased alive an__J_, bette wl 194_2, and that death aécurred of. M, fram the causes and an the bee stated abave. 
Z2g8 
& 3 & Qo. SIGNATU ne VU DATE 
= O ATTENDING MED. STAFF 
mw 8s Ss M.D, | PHYS. OF DieecronO PS. 21% ee 
Ozer 2c. PHYSICIAN'S 7d, ADDRESS = 
Fat 
25938 NAME (Type} 3S M Vi U } M 
< 2 cya 
estes, te RUS Re ei Oued TP even, Pl ie oe 
Fr ae ee 3a. BURIAL, CREMATION, |23b, DATE THEREOF a NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or county) (Stote) 
+S % OVAL (Specify) Wi 
cee ge Ba A AM6L6S” | LUTHERON DWH 2 
= = 5b, REGISTRAR'S SIGNATURE 


‘24, Fil ERAL DIR oF, ‘Si [ATURE 4 ADDRESS, 25a, REC'D BY REGISTRAR 
» (YP L Mable vedsroa, Lboien Dace ,, Mtl. FEB TG 


ae 


GS 
=> 
La 
ce 
% 


) 


apers. Pages 1 and, 


Athin 72 hours: after de: 


ely filled in by the funeral 


-transit permit. Then please remo 


~ 
: The law requires that the death certificate be executed within < hours after death. 
~ should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and ¢ 


director, page 3 should be detached for use as the burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


f) 
VR AIS (4) x 


15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01850 CERTIFICATE OF DEATH 01938 


“1.” PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before be 


esis a, STATE b. COUNTY 


Carroll MARYLAND Maryland Prince George's“ __ 
b. CITY OR TOWN {if outside Strporete limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


write RURAL and glve nearest town) 


f/ ‘ } 
kesville _ lyrs.7mos.8dys. Takoma Park fig ¥ OS 
TE NANE OF HOSPITAL O€ INSTITUTION (if not In waspitey give street address) || d. STREET ADDRESS 2. 1S RESIDENCE 
Springfield State Hospital New Hampshire, Ext. yesL] nofc) 
3. Aner First Middle Last 4, wee Month Day Year 
(type or print) ANNIE MAY POWELL DEATH February 28 19 65 
5. SEX 6. COLOR OR RACE | 7, MARRIED [—] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (in ap TFUNDER 1 YEAR [IF UNDER 24HRS. 
Months] Days | Hours | Min. 
Female White wipoweD [7] pivorceo{-} [L2-14-1887 7 Yrs. " | 
1Da. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR LL. BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY | COUNTRY? 
Unk. land UeSeA, 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John Powell Annie Powell 
15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) ie yes give war or dates of service) : a 
No Unk. Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
ONSET AND DEATH 
yas |. DEATH WAS CAUSED BY: + 
PART |. DEATE MEDIATE CAUSE. (2) Acute pericarditis Bays 
voy 
/ DUE TO 7 
Conditions, if any, which w Bilateral bronchopneumonia Days 


gave rise to Immediate 
cause (a), stating the DUE TO 


underlying cause last. (c). Laennec's cirrhosis eo 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED Ti ae E CONDITION GIVEN IN PART 1(2) | WAS AUTOPSY 


Chronic brain syndrome assoc. with convuls sorder, with psychotic | |. PRVORNEI 
reaction; Idiopathic, unascertained type of epileps: ves [x Oo 
2Da. ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY Ul 

OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTI. |EDICAL EXAMINER) 


2c. TIME OF INJURY Month, Day, Year 
Hour a.m. 


IRRED. ae nature of muy in Part t or Part li of item 18.) 


2Dd. INJURY OCCURRED | 206, PLAGE OF INJURY (Home, farm, 
while Not wile factory, street, office bidg., etc.) 
19 at work[_] at work 


21. 1 certily that (I) (this hospital ae the oe fro 


20f. (Clty or town) County) (State) 


MEDICAL CERTIFICATION 


19___, that (1) (we) last 


saw the deceased alive on. p2 20565. SS 9 and that death occurred a |, trom the causes and on the date stated above. 
4 1 Cs | 22b. DATE SIGNED 
q Lif ED, : wo. AH DikecTOR O Pays. 3-1-65 
wae : ospital 


o, M. D. 


SS 


Ned in by the funeral 


pers. Pages 


p 
ithin 
— 


72 hours aft : death. 

Ours . 
‘2 

b poh 


etely fi 


ompl 


and in ay exgat, 


ificate has been signed by the attending physician and 
he burial-transit permit. Then please reméve c: 
. of Health prior to burial, cremation, or removal, 


Page 4 may be retained by the hospital or attending physician, 
led with the State Dept 


director, page 3 should be detached for use as t 


TO HOSPITAL q ‘ATTENOING PHYSICIAN: The law requires that the death certificate be executed within ®. after death. 
should be fi 


TO FUNERAL DIRECTOR: After this certi 


VR AIS (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, “OTO3 
9 


953 CERTIFICATE OF DEATH ( 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, tf Institution: Residence before admission) 
a. COUNTY a. STATE b, COUNTY 
Carroll MARYLAND Maryland Baltimore Citys 
b. CiTY DR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY DR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 4 
Sykesville yr. 8mos.15dys Baltimore piz 
& NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. ap pad Ee 
Springfield State Hospital 819 Evesham Ave. ves[_]_No 
3. NAME OF First Middle Last 4, DATE Month Day Year 


DECEASED 


(ype or print) HOWARD BROADDUS REAMY DEATH Februa ry 2 19 65 
5. SEX 6. COLDR OR RACE | 7, ry 8. DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR|IF UNDER 24 HRS. 
i 7, MARRIED [X} NEVER MARRIED [_] fast birthde)) | Months |Days | Hours | Min, 
Male White wipowep [[] pivorceo[]| 6-2-1899 | 


yrs. 
J0s- USUAL OGCUPATION (eve Kind of work done| 100. KIND DF BUSINESS Of TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Tax accountant avidson Chemical Maryland U.S.A. 
13, FATHER’S NAME Bo ° 14. MOTHER'S MAIDEN NAME 
William C, Reamy Augusta Abbis 
Pg hee Ray IN poe) age ES? ) 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
eS, MO, own, yes give war or dates of service; J 
215-03-388 | Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).} INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: OE Ee 
35.7 v IMMEDIATE CAUSE @ Septicemia | Weeks— 
JI 4X DUE TO 
Conditions, If any, which (b) Infected bedsores Weeks 


gave rise to Immediate 
cause (a), stating the DUE TO 


underlying cause last. (c). Generalized art 


PART I]. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) | 19. WAS AUTOPSY” 
Chronic brain syndrome associated with cerebral arteriosclerosis, with] yes[] noid 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 


204. ACC Ul RI 
OR CONTRIBUTING (} CAUSE OF DEATH 
(IF EITHER, NOT! EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
Hour a.m. while Not While factory, street, office bidg., etc.) 
p.m. 19 at work] at work Cc 


21. | certify that (I) (this hospital) attended the deceased from__2—2 (= Broo: to 2-2-5 _, 19__., that (1) (we) last 


saw the deceased alive op _2=2=65 ___19__, and that death occurred at2 = OOwAfibm the causes and on the date stated above. 
22a. SIGNATURE len ‘ y/ | 22). DATE SIGNED 
( h TAFI 
O GC VCE wo FR") WB BE | 2-265 


me tae (oe) §=— Octavio A. Ruiz, Mé D. hes APRESS Springfield State Hospital 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


23b. DATE THEREDF 


2/4/1965 


23c. NAME OF CEMETERY OR GREMATORY 23d, LOCATION (City, town or county) (State) 


Moreland Mem.Pk.Cem. | Baltimore County, Md. 


FEB 9 REGI 1965 25b. fe 0 ISTRAR’S SI Wedge 


23a. ariaw pects) 


ait” 


— 


fter death. Page 4 
by the funeral director, 
and 2 shauld be filed wi 


9 


ed 


jin 72 haurs after death. 


Then pleose remave corbon pops 


The law requires thot the deoth certificate be executed within 24 h, 


e hospital or ottending physici 


: After this certificate has been signed by the attending physicion and com; 


NDING PHYSICIAN: 
page 3 should be detoched far use as the burial-transit permit. 


the registrar prior to burial, cremation, ar remaval, and in ony event wi' 


may be reta 
TO FUNERAL DIRECTOR: 


TO HOSPITAL OR; 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
01952 CERTIFICATE OF DEATH ns vs LON 


1. PLACE OF DEATH 
o, COUNTY 


2 ~ Renee (Where deceosed lived. If institution: Residence before admission) 


0S b. COUNTY d 
¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 


MARYLAND 


A fe 
b. CITY OR TOWN (IF outside cosporote limits, write | c. LENGTH OF STAY IN 1b 
RURAL ond give nearest fown) 


Woodbine week R a] --- ke oe JZX- 
d. NAME OF HOSPITAL (IF not in hospitol, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


brOlden Age ih 4) R~F.Ds SII! 
3. NAME OF Uae Middle, Last a lon} Y Sear 
DECEASED , 2 
Uype oF in) Oat Oe MEZA oe DE fel, 


5. SEX 6. COLOR OR RACE Vi. married CI NEVER s + birthdoy Hours | Min, 
MARRIED [[] | 8. DATE OF BI “Tos Months! Doys jou in, 


Aug. 30 1866 98 ». 


10a. frei GCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
a} most of working life, even if retired) 
Mill Worke Feed & Grain U.S.Ae 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


INFORMANT a aa 


15. WAS TEES IN U. S. ARMED FORCES? i SOCIAL SECURITY NO. 


(Yas, 10, oF unknown} 1: yes, give wor or dates of service) 


1B. CAUSE OF DEATH [Enter only one couse per line for AG 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


LAS / DUE TO 


Conditions, if ony, which FS 

gove rise to immediote 

couse (0), stoting the under. ( DUE TO 
lying couse lost. (¢) 


5 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) 19. was KurGpsy 
= 
a yes] Not] 
$= | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Post I or Port I1 of item 1B.) 
& | OR CONTRIBUTING CI CAUSE OF DEATH 
© (UF EITHER, NOTIFY MEDICAL EXAMINER) 
es a 
& |20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (Stote) 
6 Hour 0. m. While Not while. foctory, street, office bidg., etc.) | 
= p.m. 19 [ot work [] ot work [}, L 
C5 OL Df 
21. | certify thef | affended on from,__. LYLE (>, \9 K— (tot Af, 19" Kat | last saw the deceased 
alive an__ < 


Zl fmm 4 dnd that-death accurred Pi feel ; fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


Westminster, 


Md 


PHYSICIAN’S 


NAME (Type] a“ ee ee ee ee 


220. BURIAL, CREMATION, | 22b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 


BUS. AL oe 3/1 /65 het: 


23. tet DIRECTOR'S SIGNATURE ADDRESS 


C.M.Waltz Box 244 


2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
aft 


Pages 1 and 


pletely filled in by the funeral 
bon papers. 


. Then please re 


transit 


The law requires that the death certificate be executed within . hours after death. 


I or attending physician. 
‘ificate has been signed by the attending physician an 
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TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR A15 (4) 
15M 4-64 


—_ 
deatlf. z 


within 72 hours after 


permit. 
, cremation, or removal, and in a 


72) 


MARYLAND STATE DEPARTMENT OF HEALTH 
1055 OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


iy Nt bi get 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admissfon) 


Carroll MARYLAND * STHaryland > co egany 


b. CITY OR TOWN (if outside cor pea Iimits; | ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and glve nearest town) 


writes RURAL and glve nearest town) z 


Sykesville yrs6mos.20dvs LaVale 
d, NAME OF HOSPITAL OR INSTITUTION (i not Ta nig al gee etrabON a) ; elve street address) || d. STREET ADDRESS 


8. 1S RESIDENCE 
ON A FARM? 


_, Springfield State Hospital 15 Camp Ground Road ves] no fad 
a RARE OF First Middle Last 4. Bae Month Day Year 
(Type or print) EUGENE Luctus REINHART DEATH February 22 19 65 
5, SEX 6. COLOR OR RACE |7, MARRIED ff NEVER MARRIED [] | ® DATE OF BIRTH 3. AGE (In years |iFUNDERI YEAR IF UNDER 24 HRS. 
) i 
Male White | wivowen [] DIVORCED [_] 8-20-06 58. Pf pier |. alee ae 


10a. USUAL OCCUPATION (Glve kind of work done 


12. CITIZEN OF WHAT 
during most of working life, even If retired) COUNTRY? 


10b. KIND OF BUSINESS OR IL, BIRTHPLACE (County & State, or foreign country) 
INDUSTRY 


Ret, "Fireman Jor’ es Brewery Maryland Cumberland, eehe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Joseph H, Reinhart Edith Holzen 
is. WAS DECEASED EVER INUS- ARMED FORCES? | 16. SOGIALSECURITY NO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) ulier- war or dates of service) 
No 21-05-95 | Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: : : ONeE eee cna 
éi IMMEDIATE CAUSE ‘@uxtensive carcinoma of larynx as 
/ X DUE TO 
Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c) 
& | PARTII. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASECONDITIONGIVENINPART 1(a) |19. WAS AUTOPSY” 
= i i rome, diseas¢ i 
3| Chronic brain syndrome, diseases of unknown or uncertain cause, ves] NOE] 
= | 20a. DERLYIN' 0b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
S | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a Hour a.m. While Not While factory, street, office bidg., etc.) 
8 
= Aus 19 at work[_] at work (3 
21. | certify that (I) (this hospital) attended the deceased from__7m2hjmS52 Proms 19___, that (I) (we) last 
saw the deceased alive on__2=22=65 —_19_, and that death occurred atm, m the causes and on the date stated above. 
22a. SIGNAT he DATE SIGNED 
ATTENDING D. STAFF 
LE. 94 Vie mo. PAYS N° Bintcror C) pars. G8 2-22-65 
22c. PHYSICIAN'S 22d. ADDRESS Syrtnpfield State Hospital 
NAME : 4 ringfie ate Hosp: 
™) Octavio A. Ruiz, M.D. | 2 5 
23a. BURIAL, CREMATION 23b. DATE THEREOF 23¢, NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) ‘Gtate) 
p 
af 2/24/65 SS, Peter & Paul Cem, Cumberland, Maryland 
24, FUNERAL DIRECTOR ADDRESS 


FEB 25 196 25b. tov 2g he 


H, Wayne George Cumberland, Md. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE t, MARYLAND 


01954 CERTIFICATE OF DEATH 01949 


5s G2 

® = = — — 

= 23 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 

» 25 Deg hud e. STATE b. COUNTY It 

: IYLAND uf 

i ‘ — vA v = ‘ Frede = 

Sauer | B. CITY OR TOWN [if outside corporele limits, ©. LENGTH OF STAY IN Tb ©. CITY OR TOWN (If butside corporate limits, write RURAL end give neerest town) 

Sere write RURAL end give nearest town) 

Se st 8 __ Sykesville 4 years , Mt, Airy — Je. Sas 

3 3% d. NAME GF HOSPITAL OR INSTITUTION {if not in hospital, give streat eddress) d. STREET ADDRESS @. 1S RESIDENCE 

Be Op ON A FARM? 

8 7°! Grand View Nursing Home yes [] NO 
= 3. NAME OF : “Te Month Dey Yeor 


DECEASED 


(Type or print) MAE E. REYNOLDS 


~ Middle Test 7 
| __ Feb. 28 196 


5. SEX )S. COLOR OR RACE) 7, saRRieD [_] NEVER MARRIED JK] | 8. DATE OF BiRTH —]9. AGE {in yeors | if UNDERT YEAR| IF UNDER 24 
‘ %, pe) Mets Deys | Hours | Min. 
Female White | woowo[] oworceof]| June 23 1886 ys. | | 


Ws. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


Nurse 
13. FATHER’S NAME 


10b. KIND OF BUSINESS OR INDUSTRY 


Hospital 


11. BIRTHPLACE (County & Stale, or ae country) | 12. CITIZEN OF WHAT COUNTRY? 


Massachusetts jee ¥ 


14. MOTHER'S MAIDEN NAME 


_Mary Anne Dowd 


William I. Reynolds 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. eNO SECURITY NO.| 17. INFORMANT _ e Address 
(Yes, no, or unkown) | (Ityesgivewerordetes of service) 
No _ 43-32-4506 Mrs Frank Horpel Mt.Airy 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c)) inteRval BETWEEN 


ONSET AND DEATH 


by the attending physician and complet 


permit. Then please remove carbon papers. 


|, cremation, or removal, and in any event, 


ated gipitnnnet cA Arteriosclerotic Cardiovascular Disease | ieee F 
7 RETO 


Conditions, if eny, which »)  Parkinsén 's Disease 7 yrs 

geve rise to immediete couse 7 

(0), steting the underlying f° DUETO 

cause lest. te 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN Ih 


Zz 

2 PERFORMED? 

6 L er Us yes [_] NO 
& [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert Il of item 1B.) 

ee | OR CONTRIBUTING [] CAUSE OF DEATH 

| (IF EITHER, NOTIFY MEDICAL EXAMINER) 

= _ — > 
% | 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, ' 20f. (City or town) (County) {Stete) 

S Heth fem While __ Not While factory, street, office bidg., etc.) | 

i — 19 ot work [_] et work | 


. 1 certify that (1) (this hospital) attended the deceased from... 8/May/61 Readics Fe lepers sie LP ODLOD.... 19.....0, that (I) (we) last 


ATTENDING PHYSICIAN: The law requires that the death certificate be executedg 


be retained by the hospital or attending physician. 
‘CTOR: After this certificate has been signed 


director, page 3 should be detached for use as the burial-transit 


fa saw the deceased alive@n. 2 /65... Petal aegae , and that death occured 8:325FM from the causes and on the date stated above, 
q 220. SIGNATURE 2b. Use 
J ATTENDING STAFF SIGNED, 
e QU ie - Mp, | PHYS. “a RECTOR al PHYS, ais) 28/Feb/65 
22e, PHYSICIA a Fi oe 22d. ADDRESS = : 
NAME (Type) 
| ee _ Wi lliam_ 2 liewsen a eT: Sykesville,-Md,— 2198) ae 


23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Stete) 


; Cemetery Howard Co. _Md.— — 


ADDRESS 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


vate MAR 3. J 5. f Cents feage, 


23a, BURIAL, “CREMATION, 23b. DATE THEREOF 


es (Specify) 
urd al 
24 FUNERAL DIRECTOR’S SIGNATURE 


C.M.Waltz Box 241 Sykesville, Md, 


be filed with the State Dept. of Health prior to burial, 


TO FUNERAL 


death. Page 


TO HOSPITAL, 


VR AIS (4) 
15M 7/61 e 


es that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys! 


® 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


_— 


Pages 1 and 


pletely filled in by the funeral 
in any Avent, within 72 hours after deajh.>~» 


e weMAoviy carbon papers. 


fan and da 


ig 


mit. Then plegs 


of Health prior to burial, cremation, or removal, a 


ir 


qu 


director, page 3 should be detached for use as the burial-transit pe! 


should be filed with the State Dept. 


VR A15 (4) 
15M 4-64 


or 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mOTo43 


1 CERTIFICATE OF DEATH 
1 oi fae ee 2. USUAL RESIDENCE (Where deceased tived, If institution: Residence before a a) 
Z STATE b. COUNTY 
Carroll erent i Maryland 


b, CITY OR TOWN (If outside corporate limits, ¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate flmlts, write RURAL end give nea at 


write RURAL and He nearest town) 


Sykesville 23 days Baltimore City 

a. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS @ ieaistonee 

Springfield State Hospital Bh15 Holmes Avenue ves L]_no Bt) 
3. pal Fe First Middle Last 4 DATE Month Day Year 

(ype or print) JANE CARTER RICHARDSON | peak February 15 19 65 
5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED [-] | © DATE DF BIRTH 3.AGE (in years [FUNDER YEAR|/FUNDER 26HRS, 

last birthday) (Months | Days | Hours | Min. 

Female hegre WIDOWED a pivorceo[]| 3-1-2871 ay | | 


10a. USUAL OCCUPATION (Give kind of work done| 10b. pa) Las poe DR IL. BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
during most of working fife, even tf retlred) DUSTR COUNTRY? 


hous ework U.SeAe U.SeAe 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Edgar Carter Melinda Robinson 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) en give war or dates of service) 
no none Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: Regelap DEMME AU 
; IMMEDIATE CAUSE (2)__Arteriosclerotic heart disease, years. 
ub Mae: DUE TO 
Conditions, If any, which Bilateral interstitua neumonitis days 
gave rise to immedtate @) * a ae i breun 
cause (a), stating the DUE TO 
underlying cause tast. (c) 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVENIN PART 1(a) 19. WAS AUTOPSY 


PERFORMED? 


CBS_associated with senile brain disease with psychotic reaction. ves Fj no [] 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury In Part 1 or Part 1! of Item 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


Hour a.m. White — Not While factory, street, office bidg., etc.) 
p.m. 19 at work L_] at work 
21. t certify that (1) (this hospital) attended the oa ee sed from_Yenuary ¢ArX9 Y? _, that (I) (we) last 
saw the deceased alive pn__@~L9= and that death occurred a' , irom the causes and on the date stated above. 


22a. eS 


22b. ATE SIG ED 
( OMG TUG ann, Tey, ATOM Oy Meee SAF | Ete Od 
22¢. RAME (oho . 


22d. ADDRESS 


Francisco Piqheras, “Ms Springfield State Hospital, Sykesville 
23a. BURIAL, pent 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
B ots (Specify) 2 65 M 
ura 9 — 
24. FONERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


Morton & Dyett 9146 Penns, Ave, City 2120). 


DATE FER. 4 x 


<=> 


rs. Pages 1 and 2 sh 


pletely filled in by the fun 
2 hours after death. 


The law requires that the death certificate be executed within 24 hours after 
Then please remove cai 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


director, page 3 should be detached for use as the burial-transit permit. 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


TO HOSPITAL OR ATTENDING PHYSICIAN. 


appt Lleting Byers 6728 terty- pa goon MAR] 


/ 
/)__ Putten Nursing. Home Sykesville, Md. | tet at 


MARYLAND STATE DEPARTMENT OF REALIA 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01956 CERTIFICATE OF DEATH 01944 


ip SLECE OP OEETE 2. USUAL RESIDENCE (Where deceesed lived, If inaten ps Se: edmission) 
Ke Patkinexe @. STATE b, COUNTY{ 
| Carroll Cos omanyiann_ Md. timore- 
b. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAY IN tb c. CITY OR TOWN (If outside corporete limits, write RURAL end give neeres! town) 


write RURAL end give 


est town} 


“s to ni —™M = 
a8. ‘ADDRE: ster, a. @, IS RESIDENCE 
ON A FARM? 


—, Sykesville - 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) 


3 NAME OF Last DATE ra Month 
(Tyee er ero) William: ‘Emil Sadosky | peaTH = February 21 1965 
5. SEX . COLOR "OR RACE| 7, waRRieD > [J NEVER MARRIED [XX] | 8. DATE OF BIRTH a. Sa pair sere NEUTER cTr.UYO RUIZ 
lest birthdey} |"Months) Deys | Hours | Min, 
Male White winowe ff] ovorcen]| 6/5/1891 713. 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. oi 


intry) 


We. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stele, or foreig: 


done during most of working life, even if retired) | 
Farmer Farming Maryland 
14, MOTHER’ a MAIDEN NAME 


13. FATHER’S NAME 
August Sadosky Johanna Schaffer 
17, INFORMANT Address 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
None Sra. Midian ¢ Route 6 Box 211 


“nice ‘or unkown) | (Ifyesgivewerordetes ofservice). 
WW. 1 Put: 
W man 
CUSAORUSPTIC Ge Westminste: ipreRichs seree 


“16. SOCIAL SECURITY NO. 


18. CAUSE OF DEATH [Enter only one cause 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e) COrOnary thrombos 


P ] DUE TO 


Conditions, if eny, which ) Arteriosclerotic heart disease, cerebral vascular | May 29,63 
; DUE TO ’ A oF 4 7 68 
accident with right hemiplegia 
cause lest, te) ae Feb. 21, € 
Fa PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{e)| 19. WAS AUTOPSY 
i= 
1s are wkd SSaGleNoials 
= [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pact Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | (F EITHER, NOTIFY MEDICAL EXAMINER) 
5 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) (Siete) 
s Heat: “etn. While __Not While fectory, street, office bldg., etc.) | 
= ort 7) ef work et work ! 


21. | certify that (I) (this hospital) attended the deceased from.. May....2 wee 19.83 to...Fehe....21.5..., 165.:, that (1) (we) last 
saw the dgceased aliv 1. EOD Reh gin 19... 65, and that death occurred at...6...PM, from the causes and on the date stated above. 


226. DATE 
Hy ATTENDING, MED, STAFF SIGNED 
Mp. | PHYS. psa pirector [7] PHYs. [} 


22d. ADDRESS, 


22c. PHYSICIAN'S 
NAME (Type) 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, TOCATION (City, town or county) (Stete} 


Buried 2/21/65 Lorraine Park _Baltimore 
24 FUN! RECTOR’S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S ae 


fr scatltareadgs. 


23e. BURIAL, CREMATION, 
REMOVAL (Specify) 


completely filled in by the fu 
apers. Pages | and 2 
72 hours after death. 


igned by the attending physician ang 
-transit permit. Then please remove of 


The law requires that the death certificate be executed within 24 hours after 
|, cremation, or removal, and in any ever 


death. Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


director, page 3 should be detached for use as the burial. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
be filed with the State Dept. of Health prior to burial, 


20M S-63 


VR AIS NN M. R. Etchison & Son, Frederick, Md ol 


MARYLAND STATE DEPARTMENT OF HEALTH . 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


M)k 01957 CERTIFICATE OF DEATH 11945 


. eunCe OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If instifutlon: Residence before admi ion) 
S SQON @, STATE b. COUNTY Bi 
arroll is MARYLAND || _ Maryland Frederi 
b. city OR TOWN nf outside corporate limits, c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN {IF outside corporate limits, write RURAL end give nearest fown) 
(Rare opeceyri Te oy 3m ha 
a = us Frederick = 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS, IS Re pee 
_ Springfield State Hospital ves [[] NO 
ia pa NAME OF First ~~ Middle ¢ ‘Dey 
EASED OF 
(Type or prin) §=6s George Thomas Schroeder, Sr. nears 196 
fo a 6. COLOR OR RACE|7, aRniED [] NEVER MARRIED [] | 8 DATE OF BIRTH . [9. AGE (In yaors [RF UNDER T YEAR] IF UNDER 24 HRS. 
hi top pyineey) Months] Deys | Hours | Min. 
Male white | woowe fj vvorceo[]| 9-15-77 yrs. 
10a. USUAL OCCUPATION (Give kind of work 10b. ae OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


done during mos! of working life, even if retired) 


Clerk of Court __—«| Caguit Court Maryland z a 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
George Adam Schroeder Mary -- A, Wolfe 
i WAS Tse ne IN U.S. ARMED FORCES? a 16. SOCIAL SECURITY NO.| 17. INFORMANT ‘Address . - 
63, no, or unkown) yes giva waror datesofservice) 
= 2 - 
AES | _21dm10—4049| Hospital records aE AS 
18. CAUSE OF DEATH [Entar only one cause per line for (2), (b), and (c).] prude laaben. 3 
PART |. DEATH WAS CAUSED BY, ry . 
IMMEDIATE cause (@)_ Acute Cardio-vascular accident _ >| mines 
DUE TO Ty 
eft sided pneumo: 
Conditions, if any, whhch i? P pa t— : mit days a 
DUE TO 
Beutealthen arteriosclerosis years 


rs ~ Gael Il, OJHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(e); 19. WAS AUTOPSY 
8 ronic brain syndrome, with senile brain disease with psychotic Paaihale 
$|_reacti yes [] No 
& |20. ACCIDENT WAS UNDERLYING 1] 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 

& | OR CONTRIBUTING (CJ CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) = 

3g ‘20c. TIME OF INJURY Month, Dey, Year 20d. INJURY OCCURRED | 20¢. PLACE OF INJURY (Home, farm, | | 20f. (City or town) {County} (Stote) 
ray Hour e.m. While Net While fectory, street, office bldg., ete.) | 

: Sn ee SP. at work [>] et work -- I 


7 1965, that @ (we) last 
<...M, from the causes and on the date stated above, 


22b. DATE 
ATTENDING MED. STAFF 2 8g. 65 SIGNED 


pHys. [J birector [] pHys. [3 


21. I certify that §) (this hospital) attended the deceased from......11.=3. 
saw,the deceased alive on... Qe. gm. 19.65. and that death aeeiaee at 


22d. ADDRESS 


Hospital _ 


23. BURIAL, = 23d, LOCATION (City, town or county) (Stote) 


Ba Lie 


23b. DATE THEREOF 3c, iE OF CEMETERY OR CREMATORY 
2-10-65. count Olivet Cemetery Frederick, Maryland 
24 FUNERAL DIRECTOR'S SIGNATURE LEE ee pe 25a. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 


=" FOR STATE 
HEALTH D 


@ 


id be executed within 24 hours after death. If any delay 


INER: This certificate shoul 


@.. 


please execute the certi 


TO DEPUTY MED 
director. Pa 


essary, 
‘uneral 


f 


fice along with form PM3. Page 5 may be 


ding” in pencil in Item 18. Give Pages 1, 2, and 3 to we 
ded to the Chief Medical Examiner's 0: 


ficate, writing the word “pen 


VR AXSME D 4 


ge 4 should be forwai 


retained for your files. 
TO FUNERAL DIRECTOR: 
of Health or its desl; 


1 


en 


3500 4-64 


Page 3 should be used as a burial-transit permit. File pages 1 and 2 with t Department 
ated agent, prior to burial, cremation, or removal, and in any event within after death 


Pa) 


* 


MARYLAND STATE DEPARTMENT OF HEALTH 
; Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01958 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 01946 
a9 Hens aad 2. Ronee eee (Where deceased ms He eres Residence before admission) 
Carroll MARYLANO i Maryland : Carroll 


b. CITY OR TOWN (If outside Sone limits, ¢. LENGTH OF STAY IN 1b || c. ClTY OR TOWN (If outside corporete ilmits, write RURAL end give nearest town) 


write RURAL end give nearest town) 


Patapsco 25 years *patapsco 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street eddress) || d. STREET ADORESS 8. tlc nine 
L ves {_]_no 
5 Fe First Middle Last 4. PRE Month Day Year 
(lype or print) MARY FRANCES SHAMER peak February 20 1965 
5. SEX 6. GOLOR OR RACE] 7, MARRIED [X] NEVER MARRIED [] | ® OATE OF BIRTH 9. “AGE (In years |IFUNDER 1 VEAR|IFUNDER 24HRS, 
; : last birthday) (Months | Days | Hours | Min. 
female white wioowep[-] __—owvorceof]|Oct. 7, 1924 HOS are. i 
12. CITIZEN OF WHAT 
fe, even If retired) COUNT!/? 


10. USUAL OCCUPATION five Kind of work done} 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or foreign country) 
during most of mead INDUSTRY 
ousewife Carroll County, Md. 

34, MOTHER'S MAIDEN NAME 


13. FATHER’S NAME 
Norman 0. Eckard Freda Selders 


eDede 


15. WAS DECEASEO EVER IN U.S. ARMEDFORCES? | 16.SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
= -- Charles F. Shamer same 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 B INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: 5 a Mee 
IMMEDIATE CAUSE (2). i A 
ii / DUE TO 
Conditions, If any, which 0) 


gave rise to Immediete 
cause (a), stating the ( DUE TO 
underlying cause last. (o). 


PART Il. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUTNOT RELATED TO THE TERMINAL OISEASE CONDITION GIVEN IN PART 1(8) 


19. WAS AUTOPSY 
PERFORMED? 


yes [] No pal 


PRIMARY 0 or CONTRIBUTING [) 
CAUSE OF DEATH. 


20c, TIME OF INJURY Month, Day, Year 
Hour 


20a. EXTERNAL CAUSE WAS 20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 


20d. INJURY OCCURRED | 208. PLACE OF tore iome, far 
while Not While oO factory, street, office bidg., etc.) 


at work et work 
21. | certify that { took charge of the remains described above, held an Autopsy [_], _ tnspection iad Inquiry [_], and in my optnion 
death resulted from: Nai cident [_], Suicide [_], Homicide [_], Undetermined manner 
a CHIEF MEDICAL EXAMINER 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


ACTUAL 22. DATE SIGNED 
SIGNATUR p. ASSISTANT MEDICAL EXAMINER [_] 2-20-68 
EDICAL INER . 
EXAMINER'S ERS 3 
NAME (Type) attre' 7 Lk k tel. 
23a. poor CRE ; ae 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Sta 
specify) 
buria 2/23/65 


Patapsco Church Pataps BG ws 
24. FUNERAL DIRECTOR 25a. REC'D’BY REGISTRAR | 25b. REGISTRARS S RE 


PBS ~Pegcre fn, lod nancte + Wek | me FEB 23 1965 fOborbag Nuedge, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed with 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


$1959, Be as 01947 


2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a, COUNTY % 
@ Abko Be MARYLAND 


a. STATE VLA b. COUNTY Crrze 1, 4 
b. CITY OR TOWN (If outside cor; parte limits, ¢, LENGTH OF STAY IN 1b 


R outside corporate limits, write RURAL and give nearest town 
write RURAL and give nearest town: CT he ‘ 2 » 


CLAVE TE! x Vis Aim 25 we 


d. NAME OF HOSPITAL OR INSTITUTION (if not In os) give street address) || ;d. STREET ADDRESS 


64 Ceprell (oe Generel tes 7 WON Ain S727 
CE 


2 


24 hours after death. 


@. IS RESIDENCE 
ON A FARM? 


yes[_]_no Et 


in 


completely filled in by the funeral 
we carbon papers. Pages 1 a 
ny event, within 72 hours afte 


3. RE NEAteD = First Last 4. rl Month Day Year 
{Type or print) [4 2 ava ‘Ss } .2 ae DEATH ~ ed & 4 1996S 
5. SEX 6. COLOR OR RACE | 7, maRRieD ona NEVER MARRIED [-] | 8 DATE OF B' Br 2] 9 AGE (in ae He ad ES fe cae ae 
emale| bhi Te | wioowen [a _pwWorceo] VIE a8 VHIG| 73 0s. " | 
10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
S during most, of working life, even If retired) INDUSTRY COUNTRYZ, 
B35 OuUS* WIFf-<+ / tal AA A 
2° 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
oss | 
bo e. MS i 
=-6 FE Trebyn« Tiosp “Ferrey 
ee oa WAS DECEASED FER IN U.S: ARMED FORCES? | 16. SOCIAL SECURITY NO. INFORMANT ‘Address 
2S i : 
See ‘No / §— 20-436 Me 2 Apes Shepny a Vi 
E35 18. CAUSE OF DEATH [Enter only one cause per line for (2), (b), and (c).3 INTERVAL BETWEEN 
Begs PART 1. DEATH WAS CAUSED BY: Vp book FH f. ONSET ANO OEATH 
SE IMMEDIATE CAUSE (a). Ca _—e eee ee 
by 


S. g A Xx QUE TO 


Conditions, If any, which (b). 
gave rise to Immediate 

cause (a), stating the QUE TO 
underlying cause last. (c). 


& | PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL OISEASECONDITIONGIVEN INPART (a) |19. WAS AUTOPSY 
= ieee 
as ves [-] NO [> 
a 
= | 20a, ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part | or Part II of Item 18.) 
§ | OR CONTRIBUTING [} CAUSE OF DEATH 
© | (IF EITHER, NOTI JEDICAL EXAMINER) 
= | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e, PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
s 
is Hour a.m, factory, street, office bldg. etc.) 
8 While Not While 
= p.m. 19 at work] at work (| 


21, | certify that (I) (this hospital) attended the deceased fro S”, to , 19257, that (I) (we) last 


ae 
saw the deceased alive on__faned 19 G7, and that death occurred a3 M, from the causes and on the date stated above. 
228. SIGNATURE 22b. DATE SIGNED 


a S$. wo. RAV NS 4 Batcror CO pave, 4 6S 
2c. PHYSICIAN'S 22d, ADDRESS 
| mucin) Jona S$. AAR sway ap | PiuweXor dtm bea cFrmmra ate 


= 
5 
a2 
° 
2s 
a 
pat 
8S 
® 
3s 
SS 
58 
5 
uo 
24 
a 
83 
ea 
ge 
a) 
Bo 
Be 
os 
Ce 
3 
23 
x2 
a= 
2 
=) 
22 
23 
So 


23a. BURIAL, CREMATION,| 23b. 2 THE! es, 23c. NAME OF Mt OR CREMATORY | 7 TP elty, town or oe (State) 
REMOVAL (Specify) WEA 
Chiat Lemors4 He 

24, FUNERAL DIRECTOR “bon is 25a, e] BS sind he febont SIGNATURE 
iplon— -Fline Fe Fever pf Pat Mam pst AA are FEB ) faites Fi! 


beet 


VR A15 (4) @ 


15M 4-64 


: The law requires that the death certificate be executed within 24 hours a 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


fter death. 


S 


Page 4 may be retained by the hospital or attending physician. 


Pages 1 and 
within 72 hours after deat¥f. »: 


and completely filled in by the funeral 
aybon papers. 


‘ician 


Then please rei 


mit. 


cremation, or removal, and in 


rtificate has been signed by the attending phys! 


IS Cel 


e 3 should be detached for use as the burial-transit pe 


d with the State Dept. of Health prior to burial, 


director, pagt 


TO FUNERAL DIRECTOR: After th 
should be file 


VR ALS (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
> 
01960 CERTIFICATE OF DEATH 948 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
4. COUNTY a. STATE b. COUNTY 
Carroll MARYLAND Maryland Oa faa ol 1 
b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporate limits, write RURAL end glve nearest town) 
write RURAL and give nearest town) i 4 
Sykesville O- 29dy.s _Rural - Sykesville 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, glve street address) || d. STREET ADDRESS e. please 
* . a d! 
Springfield State Hospital | Rt. #b ves]_no Bel 
3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED OF 
|__ (type or print IRA Guy SLINKMAN DEATH 19 
5 SEX 6, COLOR OR RACE | 7 MARRIED RIED §¢] | 8 DATE OF BIRTH 9. AGE (in years | IFUNDER 1 YEAR |IF UNDER 24H1RS, 
3 [eT ETE last birthday) Months | Days | Hours Min. 
Male White wipowep [J pivorced{] | 3=21=188), 80 yrs. 
10a. USUAL OCCUPATION (Give kind of workdone | 10b. KIND OF BUSINESS OR IL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working Ilfe, even If retired) INDUSTRY ‘ COUNTRY? 
Clerk Qenl Aucstrxion Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Willian H. Slinkman Sarah Chambers 
15. WAS DECEASED EVER INU.S. ARMEDFORGES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) 


No 


(Ifyes give war or dates of service) 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] eee a 
iM Wi = * : * 
caR ae TTA faust ()_Arteriosclerotic cardiovascular disease |_ Years 


A Ra DUE TO 


Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last, 


Generalized arteriosclerosis Years 


) 
3 RTH OTHER S/GnIF ANT CONDI] ONS CONTRIBUTING TO DEATH BUT HOT RELATED TOTHE TERMINAL DISEASE COND|TIONGIVENTINPART (9) 18. WAS AUTOPSY 
elChronic brain s Tole associa ted cerebral arteriosclerosis, MED? 
2 |psychotic reaction resi) NOK) 
ce 
= [7200 ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part 11 of item 18.) 
© | OR CONTRIBUTING [7 CAUSE OF DEAT! 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= | aoc. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |208, PLACE OF INJURY (Home, farm.) 207. (CIty or town) County) rate) 
= Hour a.m. factory, street, office bidg., etc.) 
8 : While. — Not While 
= p.m. 19 at work O at work 
21. | certify that (I) (this hospital) attended the deceased from Bog" to 2-68-65 _, 19_, that (1) (we) last 
saw the deceased alive on__2=8-65 __19__, and that death occurred 5 STOO Hn the causes and on the date stated above. 
2a. SIGNATURE ; 220, DATE SIGNED 


LOL L ZEA YL VEZ, wo. BS °C) Blktoror C1 prs. | 2-9-65 


FA ADDRESS pringfield State Hospital 
23a. BURIAL CREMATION] 235, DATE THEREOF | 23¢. NAME OF CEMETERY Off OREMATORY 
OVAL éSp | 


Sykesville, Maryland 
23d. WE lle town or county) (State) 
2M o ton Jack, Wal, 


TOR y ADDBES: 25a. REC'D BY ne 25b, ca eins sori 
La locccle, Yel os FEB 15 1965 (Cordes Yucepe 


220; Kaune es 
(ye) Octavio A. Ruiz, M. D. 


X 


ian and completely filled in by the funega 
ve carbon papers. Pages 1 and 2 sh6 
‘event, within 72 hours after death. 


| or attending physician. 


director, page 3 should be detached for use as the burial-transit permit. Then ple: 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and 1 


death, Page 4 may be retained by the hospi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attendii 


MARYLAND STATE DEPARTMENT OF KEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01963 CERTIFICATE OF DEATH 0 H g A 
ir PLAGE OF DEATH 7 <7 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence belore admission) 
cb . STATE b. COUNTY 
__ Carroll eee lets 3 Maryland Carroll 
b. CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAY IN Tb |! ¢, CITY OR TOWN (If outside corporete limits, write RURAL end give naarest town) 
writa RURAL and giva nearast town) an 
Manchester Lite ‘ Manchester 
d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, giva straal address) , 4, STREET ADDRESS = @. 1S RESIDENCE 
} ON A FARM? 
_9 Locust Street 9 Locust Street ves (-] No [RX] 
3. NAME OF Fi ; im %. DATE “Month ‘Day Yar 
DECEASED irst st 4. ORE Month Day Yaar 
anh 2 Mareenet _Anna Smith_ | BEnra February 4 19 65 
3. SEX 6. COLOR OR RACE) 7. Magpie [X] NEVER MARRIED [-] | 8- DATE OF BIRTH 9. AGE (In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
last birthday) |"Montl Hours] Min. 
Female Cau. wiowro[] _oivorcto[]| Mar. 24, 1910 yea. 


Oa. USUAL OCCUPATION {Give kind of work — | Tb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of wosking en if retired) 
Housewife ‘ _Home : Baltimore, Maryland WE cohhg — = 
13. FATHER’S NAME [14 MOTHER'S MAIDEN NAME 
R.C.C. Stoffle Anna Folkert : 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT _ Addi 5) Jcust. & 
{Yes, no, or unkown) | {Ifyes givewerordetas of sarvice) rs 9 Locust ? ote 
No 213-38-891 orbert_ Smith Manchester, Md. _ 
18. CAUSE OF DEATH [Enier only one cause per line for {e), (b), end ().} , = 5 INTERVAL BETWEEN 
ONSET AND DEATH 
PART |, DEATH WAS CAUSED BY: 
JL MM EDIATE CAUSE (a) __ Martz a tees yee eee ee Gal es a 
Z $ 
DUE TO 
Conditions, if an Ry ere LON Te Pe ik eM. ¢ Ze. 3 San 


gave risa to Immedie 
{a), stating the un 
couse lest. —- as (e 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ila] 19. WAS AUTOPSY 
9g =. => PERFORMED? 

= 

5 | Yes O NO lok 
# | 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Port Il of item 18.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& | 20c. TIME OF INJURY Month, Dey, Veer) 20d. INJURY OCCURRED | 20s, PLACE OF INJURY (Home, form, * 209. (City or town) (County) (Stete} 

g tiburon ec Whila Not While factory, street, office bldg., etc.) | 

= ie 19 jet work et work t 


he? ee INA; that (we) last 


21. I certify that {I) (this_hospital) attended the deceased from. AK. Ee 
from the causes ant on the date stated above. 


saw the deceased alive on* Lede, % .., and that death ah ie Ban 

fe es : ATTENDING ED, STAFF e SGD 
TF ee mo. | PHYS. woe OO Pays. 1 altos — 

22. y ia 


mats - - 22d. ADDRESS Manchester 


matte Dr. Wilbur. N. PoAite 23 N.Main St. Maryland 21102 


23d. LOCATION (City, town or county) (Stata) 


Maryland 


230, BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 
REMOVAL (Spacify) 


Burial 2/7/65 Immanuel Cemet 


5 


25a. REC'D BY REGISTRAR an REGISTRAR’S SIGNATURE 
mF EB 8 LZ Soe 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 
a Sof Nampstead, Md. 


TO HOSPITAL OR ATTENDING PHYSICIAN 


bon papers. Pages 1 
t, within 72 hours after 


mit. Then please reg a 


lal-transit pe! 
burial, cremation, or removal, and in 


: The law requires that the death certificate be executed within 24 hours after death. 
burial: 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certi 


dire 


ficate has been signed by the 


ctor, page 3 should be detached for use as the 


should be filed with the State Dept. of Health prior to 


VR A15 (4) 
15M 4-64 


attending physician and completely filled in by the fungra 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE wine i) 
uv 


CERTIFICATE OF DEATH 


1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 

ee a. STATE b. COUNTY 

Carroll : MARYLANO Maryland Montgom 
b. CITY OR TOWN (if outside eorperete Iimits, ¢. LENGTH OF STAY IN 1b || c. ClTY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) fr 
= esville 4 mths., 3 z Kensington / 
d, NAME OF AN08 c a INSTITUTION (If not in hospital, give street address) || d. STREET AOORESS 8 Baits 
15]. Springfield State Hospital 10533 Metropolitan Ave. | ves(] noid 

3. fe aes First Middle Last 4. ig Month Oay Year 

(Type or print) GERTRUDE EMMA THOM DEATH February ly? 19 65 
5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED fr] | & DATE OF BIRTH 5. AGE (In years | FUNDER 1 YEAR|IFUNDER 24 HRS. 
ry . last birthday) |Months | Days | Hours | Min. 

emale White WIDOWED [7] vivorceo[]| 03-14-93 Ete sist 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12, CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Secretary U.S.Gov't-ret |St. Paul, Minnesota U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Robert Thom Margarete Sleeter 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
no : 473-50-5256 | Springfield Hosp. Records., Sykesville,Md 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: A ' eg ONSET BYUIDEATH 
IMMEDIATE CAUSE (a)__Acute bronchopneumonia, interstitial types _ Days 
BK QUE TO : : ; 
Conditions, If any, which @)__Arteriosclerotic heart disease, Years 


gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlylng cause last. (c) 


S PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) 19. elie 
= Boe aS 

2|8|CBS with cerebral arteriosclerosis with psychotic reaction. ves []_ NOL) 
= | 20a. ACCIDENT WAS UNDERLYING a 20b. OESGRIBE HOW INJURY OCCURREO. (Enter nature of Injury in Part 1 or Part Il of Item 18.) 
& | OR CONTRIBUTING [) CAUSE OF DEATH 
| (IF EITHER, NOTI EDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a Hour a.m. whlie Not While factory, street, office bldg., etc.) 
= p.in. 19 at workL_] et work 


21. I certify that 0 (this hospital) attended the decgased from_October 144 1964 joFeb. 17, , 19.05, that & (we) last 
saw the deceased alive on 2 eD+ 1 19. ind that death occurred ates 'from”the causes and on the date stated above, 


2 SIGNATUR 22b. DATE SIGNED 


ATTEN MED. STAFF 
mo. BHVe NS) Bikector C1) BHvs. 2-17-65 


e PHYSTCTAN’ 22d. AOORESS 
(re) Nati’ Biyukunsal, WD. Springfield State Hosp., Sykesville 
2ia. “BURIAL, CREMATION, 230. OATE THEREOF Zac. NAME OF CEMETERY OR GREMATORY 23d. LOCATION (City, town or county) Gate) 
pecify 
Buria 2/20/65 Monocacy Cemeter Beallsyvi lie, Maryland _ 
34, FUNERAL DIRECTOR L ADDRESS 5a, REC'D BY ealds 25D. RECIGTRAR’S SIGNATURE 


Robert A. Pumphrey, Bethesda, Maryland 


oeFEB 19 1965 fCMorbey Jactge 


SS 
= 


é hours after death. 


in 


Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed with 
TO FUNERAL DIRECTOR: After this certificate has been s] 


YR A15 (4) 


15M 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


awe 01962 CERTIFICATE OF DEATH 
2 52 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admlsslon) 
est a, COUNTY G a. STATE b. COUNTY 9 
208 Ek LOL MARYLANO Maetland CARRO// 
bal tad b. CITY OR TOWN (if outside eopperate limits, ¢. LENGTH DF STAY IN 1b || ¢. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
BE 2 write RURAL and give nearest town) Z 
£3 = ISKESVI ME lye- §o-asd|| A Sy¥k« 
z § x a. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET AOORESS 8. (eee 
= 2 4 . 
EES /5| SPRMVEKEM STATE HesPilel t ves] nob 
3s es 3, NAME DF First Middle Last 4, OATE Month Oay Year 
ay, DECEASED i i. DF 
Sy ae Ve) aky ELZRbETH Track y \ deem z U9 éS 
sas 5. SEX 6. COLOR OR RACE |7. MARRIEO [4 NEVER MARRIED \. | 8 OATE OF BIRTH 9.” AGE (In years [TF UNOER YEAR IFUNDER 24 HRS. 
338 y ’ es last birthday) Months] Oays | Hours | Min. 
Zee Female Wai te wiooweD [7] oworceol]| 7-24- 7% TQ. yts. o | | 
c ao 10a. USUAL OCCUPATION (Give kind of workdone| i0b. KIND DF BUSINESS DR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
3 22 during most of working Ilfe, even If retired) INOUSTRY COUNTRY? 
gas HOUSEWIFE Mar Vane USA. 
2c3 13. FATHER'S NAME 14. MOTHER'S MAIOEN NAME 
oS * 4 
Ze Jeu Bossom Annie Royston 
Sys 15. WAS OECEASED EVER INU.S. ARMED FORCES? | 16. SDCIALSECURITYNO. | 17. INFORMANT Address 
Ze (Yes, no, of unkown) iy gta MLESTA . , z 
25) Ne Sowmetizld Hesp. Ketcrds.Sycesville, Ma. 
5. 18. CAUSE DF DEATH [Enter only one cause per for (a), (b)yand (c).] INTERVAL BETWEEN 
Be PART 1. OEATH WAS CAUSED BY: x SE Eee 
se ‘ IMMEOIATE CAUSE (a) AVN AG 
4 2 

+ 7 QUE TO 


Conditions, If any, which (b) 
gave rise to Immediate 

cause (a), stating the ( OVE TO 
underlying cause last. (c). 


f Health prior to burial, cremation, or removal 


Fs PART I}. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONOITION GIVEN INPART 1(a) 19. WAS AUTDPSY 

5 ; . i] : x PERFORMED? 
Ol Kepgnis Dpdsir me u strate Rovere ves [1] No JX) 

i= | 20a, ACCIOENT WAS UNDERLYING 20b. OESCRIBE HOW INJURY OCCURREO. (Enter nature of injury In Part | or Part I! of Item 18.) 

§ | OR CONTRIBUTING [| CAUSE OF OEATH 

© | (IF EITHER, NOTI JEOICAL EXAMINER) 

3 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 

a Hour a.m. while Not While factory, street, office bidg., etc.) 

a 

= p.m. 19 at work L_] at work oO 


21. I certify that (1) (this hospital) attended the deci from. 7 19S; to. 19 that (1) (we) last 
saw the deceased alive re) Tea and that death pccurred ate 700M, from the causes and on the date stated above. 


22a, S)GNATURE 5 |2 IATEPSIGNED 
ATTENDING MEO. STAFF 
\ it M.0._ PHYS. Binecror (1 pave. C11 <////o. 
22c./ PHYSICIAN'S 22d. AOQORESS 2 = (i e 
NAME (Type) | ae TART 


KESVille Mo. .. 


LO: Sia 
CREMATION, | | Per OATE fy /G 23c. NAME OF CEMETERY OR CREMATORY | 23d. C phe! ate aa (State) 
R iL (Specify) b s| LL é/ Uy 
cd ; : Ld, f AOORESS 253 ‘0. BY _REGISTR 5 RESTRAR TGNATUR| 
ja. 5 ¥ 
I ok ae FEB Lo uo fee a 


director, page 3 should be detached for use as the buri 


should be filed with the State Dept. 01 


OATE 


4-64 


y) 


cy 


eral. 


ithin 72 hours after death. 


te be executed within 24 hours after 
bon papers. Pages 1 and 2 s 


ical 


hysician and completely filled in by the fun: 


ician. 


The law requires that the death certifi 


| or attending physi 


director, page 3 should be detached for use as the burial-transit permit. Then please rem; 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


death, Page 4 may be retained by the hospi 
TO FUNERAL DIRECTOR: Ajter this certificate has been signed by the attending pl 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AIS (4) 
20M 5-63 


iid, 
< 


C 


q 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


0296% CERTIFICATE OF DEATH 01952 


ie PLACE OP ‘DEATH 2. USUAL RESIDENCE (Whare decaasad livad, If Institution: Rasidance before admission) 
a. Z 
a. STATE b. COUNTY /% | ty 
Cae OE MARYLAND Deh Array] 


| & LENGTH OF STAY IN Ib ||. CITY OR TOWN (lf outside corporate limits, write RURAL end give neerest town) 


X Cetera 


b. CITY OR TOWN (if outside corporata limits, 


writa RURAL and give naarast 


d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give sireal eddress) iy d. STREET ADDRESS Ts RESIDENCE 

ON A FARM? 

Cusack. fa re SS ae ves fg} No] 

Bs OF - = Middle 3 lest | 4, DATE ~~ Month: bey ee 
DECEASED OF 


First 7 
(Typa or as EE Atle DEATH 2. JE 3S Ce 9 


9. AGE (in yaars |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


5. SEX ye r ‘. DATEOFBIRTH 
7. MARRIED [_] NEVER MARRIED : t (ideas aa Oe oe 
O 0 last birthdey) cory Days | Hours | Min. 


6. COLOR OR RACE 
Prole— WIDOWED PY —_—oivorceo ["] LL, SAE SC 


13. FATHER'S NAME . “14. MOTHER'S MAIDEN NAME 


12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, avan if ratirad) 


10a. USUAL OCCUPATION (Giva kind of work 10b. KIND OF BUSINESS OR << .| 1. Bi THPLACE (County & Stata, or ee 
fone | BcL, 


a 
f 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT 
= 


{Yas, no, or unkown) | (Ityesgivawarordatesofservica) 
Ger fh, Wea 


18. CAUSE OF DEATH [Enter only one causa p 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


# 2 i DUE TO. 


Conditions, if any, which (b) 
gave rise to immadiate causa 

(a), stating the underlying ( PTS 
cause la —_ 


TEVA 
ONSET AND DEATH 


ASSES 


(ch 2 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e) 


19. WAS AUTOPSY 
PERI 


factory, streat, offic bldg., atc.) | 


Whila Not While 1 


Hour a.m, 
at work [] at work [] 


p.m, 


Zz 

= FORMED? 
S 1% ves []_ No [Ay 
= | 20e, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury In Part | or Part Il of item 1B.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

@ | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

S 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Homa, farm, | 20f. {City or town) (County) (Stota) 

ra 

= 


19 


21. I certify that 


of and that death occurred at77.:M, from the causes and on the date stated above. 


22b, DATE 
ATTENDING MED. STAFF SIGNED 


ip, | PHYS. DIRECTOR [_] PHYS. o-3-¢ ¥. 
Sig =.. Be 22d. ADDRES: a i 
ia kw Veter MD ‘S| 


(this hospital) pa the deceased from....0077..Ge... pie that (I) (we) last 


22c. PHYSICIAN'S 


NAME (Type) * | Yoru 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stete) 
AL {Si it e 
BERISO | fe LORRAIWE PAAK CALTA AIP. 


24 FUNERAL DIRECTOR'S SIGNATURE 


DRESS 
LO Cheer TKS 96 077 ChE, 


25a, REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
2 
DATE FE B 8 fLenrbig eelig ee 


\\ 


mpletely 
ers. Pages 1 and 
fter dj 


72 hours ai 


filled in by the funeral 
p 


mit. Then please remove 


I-transit pe: 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and cor 


director, page 3 should be detached for use as the bur! p , 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any evi 


TO HOSPITAL : D onc PHYSICIAN: The law requires that the death certificate be executed within a .. after death. 


YR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 01953 
1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admisston) 
* eee 1 a, STATE b. COUNTY 
Carroll MARYLAND Maryland Carroll 
b. CITY DR TOWN (if outside co Silas limits, c. LENGTH DF STAY IN 1b CITY DR TOWN (If vee corporate limits, write RURAL end glve nearest town) 
write RURAL and give nearest town) 
Westminster 1 day estminster 
d. NAME DF HOSPITAL OR INSTITUTION (if not In hospital, give street eddress) || d. STREET ADDRESS @. IS CR rae 
Carroll County General Hospital 96 Uniontown Road aE np&X 
3. bea First Middle Last 4. “te Month Day Year 
(Type or print) HOMER MILTON WAREHIME betH February 22 1965 
5. SEX 6. CDLDR DR RACE | 7. MARRIED [xq] N 1ED . DATE OF BIRTH 9. AGE (In yeers [IF UNDER 1 YEAR|IFUNDER 24 HRS. 
male white | La Yen AE last irthdsy) Months] Days | Hours | Min. 
: WIDDWED [7} pivorceo[-] {July 27, 1881 | 83 yrs. 


1Da. USUAL DCCUPATION (Give kind of work done 


10b. th DF rie DR 
during most of working life, even If retired) DUSTR' 


TL. BIRTHPLACE (County & State, or foreton country) | 12, CITIZEN OF WHAT 
ome cans eee al CDUNTRY? 


etired farmer Carroll County, Maryla iA yy 
13. FATHER’S NAME 14, MDTHER’S MAIDEN NAME 
David H. Warehime Sarah Rickle 
15. WAS DECEASED EVER INU.S.ARMEDFDRCES? | 16. SDCIALSECURITYND. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) $2r-7/, 
zs pets 20o-3¢-//74 Mrs. Homer M. Warehime, same 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (B), and (c). INTERVAL BETWEEN 
DNSET AND DEATH 
PART |. DEATH WAS CAUSED BY: ft Dea hens I 
4 _, IMMEDIATE CAUSE (a) fc BEN A Onin 
Peet DUE TD 
Conditions, If any, which (). 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. {o) 


PART Il. DTHER SIGNIFICANT CONDITIONS conrrvgurine DEATH BUTNOTRELATED TO THE TERMINAL DISEASECDNDITION GIVEN INPART 1(a) |19. WAS AUTOPSY 
¢ : a PERFORMED? _ 
ye ae oe ir oe ae Oe ne eae yes[-] No [) 
20a. ACCIDENT WAS UNDERLYING ob. DESCRIBE HOW INJURY OCCURRED, (Entar nature OF Talry Wy Part Tar Part 11 oF Item TB) 
DR CDNTRIBUTING [-] CAUSE DF D 
(IF EITHER, NDTI EDICAL EXAMINER) 


2Dc. TIME DF INJURY Month, Day, Year 
Hour oe 


2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, 


While Not While factory, street, office bidg., etc.) 
19 at work{_] at work {_] 


21.1 salty that (0) (this inal) attended the deceased from_7=¢ 2 2, 1964_, to_frt 22, | 19247, that (I) (we) last 


saw the deceased alive meet re, 19, and that death occurred at_S 5 M, from the causes and on the date stated above. 
22a. SIGNATURE 22b. DATE SIGNED 


ATTENDING ED. STAFF f 
stu s Maatoy Mo. ([4Bintcron (Five. ol 2 fed fie 


22c. PHYSICI. ae ADDRESS 
NAME (i¥pe) jouw ‘Ss MALSMEY fp he bio gt Gl 26D pk 


23a. BURIAL, PREMATION 23b. DATE THEREDF 23c. NAME OF CEMETERY OR CREMATDRY 23d. LOCATION (City, town or county) (State) 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


24. FUNERAL DIRECTOR ‘ADDRESS 


REMDVAL (Specify) 2/25/65 Kea sei Cemetery nr TERE EE 
a. 
oi FER SE Oh 


burial 
DATE 


MARYLAND STATE DEPARTMENT OF HEALTH Se 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


01966. CERTIFICATE OF DEATH 01954 


= 


Sut 

& rs : hal i Merlo geal” aay citi: sige de? {Where deceased lived. If institutian: Residence befare admission) 
8 i 4 : 

2 fei Carroll MARYLAND || © nd » COUNTY Carroll 

q atyha 

3 2 b. italy oN (lf Suis See limits, write c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 
5 Bel vase ional : § : 

> Ss Rural Westminster Life X Rural, Westminster 

£ a d. NAME OF HOSPITAL {If nat in haspital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
a OR INSTITUTION * . ON A FARM? 

X| Westminster, Md, R. D, 2 estminster, Md, R. D. 2 ves C] NOW] 


Poges 1 ond 2 shauld be fy 


After this certificate hos been signed by the ottending physician and completely filled in 


INTERVAL BETWEEN 
ONSET AND DEATH 


18. CAUSE OF DEATH [Enter anly one cause per line far (0), (b), and (c)-] 
p), (b) . 
PART |. DEATH WAS CAUSED 8Y: (Oo Y 
IMMEDIATE CAUSE (a) 


Yd AX DUE TO 


fD 


a Weer aeee First Middle Last ald pare Month Doy Year 
(Type ar print) Irene M, Wentz DeatH February 10 19 65 
S. SEX 6. COLOR OR RACE |7. MARRIED [J NEVER MARRIED [-] | 8. DATE OF BIRTH %. Sana IF UNDER 1 YEAR| IF UNDER 24 HRS. 
: arraeey| Month: ir 
ri Female White wipowep [] oiorceo[] | Feb, 23, 1885 7 yrs. eta a [eee ae | as 
8 , 10a. oe ee (Give kind irda 10b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
eS ig ditereenkttecle 
2 Housewif e-Housework In her own home | Carroll County, Md, UsSeAs 
2 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
§ 5 : 
= Samuel Miller Kate Kindig 
8 lee WAS PEGENSEO Bt U.S. bagi roRcESt 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
pe pret oss Ge oor ar m3 ale " F 
e No | None Claytom M. Wentz Westminster, Md, R. D. 2 
& 
4 
2 
5 
- 


Conditions, it any, which rs 
gave rise to immediate 

couse (0), stoting the under- ( DUE TO 
lying couse last. to 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. Je eee ld 


ransit permit. 


4 


2 
OR CONTRIBUTING (1) CAUSE OF DEATH 


0a. ACCIDENT WAS_UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Port Il of item 18.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ar attending physician. 
MEDICAL CERTIFICATION 


NDING PHYSICIAN: The low requires that the death certificate be executed within 24 ha; 


2 2 
ge 
$3 20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar tawn) (County) (State) 
g Hour o.m. While Not while factary, street, affice bldg., etc.) 1 
2? p.m. 19 Jat wark [J ot work (J ‘ : 
2 " Ss : we 
g23 21.1 certify that (I) (this hospital) attended the deceased from AX2 LL ..19 65 10 Bicones at £0, 19.457 thor (I) (we) last 
% ee saw the deceased alive an._f-= Efe = OS, and that dg4th accurred athe ZW, from the causes and an the date stated abave. 
. 20. SIGNATURE HP A . 22b.DATE 
Ch aa ATTENDING. MED. STAFF - 
oe OT ee ee 
Ocsz NE #5 4 22d, ADDRESS 
S252 es J 
sesg2 | & 
& 83 yi To. BURIAL CREMATION, 23b, DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fawn, or county) (State) 
MQYAL 4 
ro 3 “Burial | 2/13/65 St. Marys. Cemetery Silver Run, Carroll Co, Mde 
ane Pa pew fs SIGNATURE ‘ ADDRESS < Af | 250. aa BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
wai ‘ cd Leelee dy feces mF EB TT 1985 forbs 


Pes 


papers. Pages 1 and 
2 hours after deat 


lease remove carbon 


TO HOSPITAL q ATTENDING PHYSICIAN: The law requires that the death certificate be executed within q hours after death, 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any even 


director, page 3 should be detached for use as the burial-transit permit. Then 


VR ALS (4) 
15M 4-64 


; MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01967 CERTIFICATE OF DEATH 01955 
1, PLACE OF OEA’ 2. USUAL RESIOENCE (Where deceased lived, If Institution: Residence before admlssion) 
a pont a. STATE b. COUNTY 
arroll MARYLAND Maryland Mont eomery we 78 
b. CITY OR TOWN (If outside earperste limits, ¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and gi¥e nearest town) 
write RURAL and give nearest town) : 
Sykesville 3 moss {a as Silver Spring a 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |! d. STREET AODRESS 8. Leese 
Springfield State Hospital 10013 Portland Place vesC}_nof3} 
. NAME OF i 7 E 
NAME OF First Middle Last 4. OATE Month Day Year 
(lype oF print) MARY CORNELIA —_WE bead February 13, 1965 
5. SEX 6. COLOR OR RACE | 7, MaRRIEO [-} NEVER MARRIED[~] | 8- DATE OF BIRTH 9. ACE (in years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
last birthday) [Months] Oays | Hours | Min. 
Female White WIDOWED [%] pivorceD [7] -21-85 an 
10a, USUAL OCCUPATION (Give kind of workdone| 10b. KINO OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INOUSTRY COUNTRY? 


Housewife lest Virginia __1 _U S$ 4_/—__ 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Charles Williams Mary Powell 


15. WAS DECEASEO EVER INU.S. ARMEOFORCES? | 16. SOCIAL SECURITYNO. | 17, INFORMANT ‘Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
No 455-36-2723 | Records, Springfield State Hospi 
18. CAUSE OF OEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSEO BY: . Lostelity TT: ed 
- PEATWIMEDIATE CAUSE (a)__Lulmonary embolism and bronchopneumonia. Ss ays 
Todo} QUE TO . 
Conditions, If any, which «Recent myocardial infarctién. weeks 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. () Coronary arteriosclerosis. years 
& | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART1(a) | 19. Was AUTOPSY 
3 Chronic brain syndrome associated with cerebral arteriosclerosis, ves KF] No(} 
= | 208 2 RIE HOW INIURY OCCURRED. (Enter nature of Injury In Part | or Part 1 of Item 18.) 
& | OR CONTRIBUTI 
& | (IF EITHER, NOT 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm,| 20%. (Clty or town) (County) (State) 
= Hour am. White Not While factory, street, office bldg., etc.) 
8 
= p.m. 19 at work] at work 
21. 1 certify that (1) (this hospital) attended the deceased from. ret! 19___, that (I) (we) last 
saw theleceased alive on__2-13~65 __19__, and that death ocourred at_2.%~“M, Trbit the causes and on the date stated above. 
Za, SIGRATURE - | 22b. DATE SIGNED 
<= ATTENDING MED. STAFF 
Ds : ae ys. (]__birector [1] Pays. [3} 2/14/65 
PHY: s 22d. ADDRES: ; : r 
ze. FINSICIANS a ADDRESS Springfield State Hospital 
A + s yy sf 
23a. BURIAL, CREMATION,| 23b,, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 2ad. LOGATION (City, town or county) (State) 
> 


PORTE L65, Le sgh Hill Lhe hdd ah led — 
WMACIBILBERS CO, LEE CI VE | FEB LY N965 i Cortie Image 


= 


fires that the death certificate be executed within @. after death. 


Page 4 may be retained by the hospital or attending physician. _ 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attend 


TO HOSPITAL é y... PHYSICIAN: The law requ 


VR A15 (4) 


15M 


Pages 1 and 


within 72 hours after death. 


— 


K 


and completely filled in by the funeral 
any event, 


remove carbon papers. 


ing pa 
transit permit. The 


, cremation, or remov: 


director, page 3 should be detached for use as the burial 
should be filed with the State Dept. of Health prior to bu 


4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MTS 6 


CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased IIved, If Institution: Residence before admission) 
a. COUNTY a. STATE b. COUNTY 7 
Carroll MARYLAND Maryland 
b. CITY OR TOWN (if outside jeeiomn limits, ©. LENGTH OF STAY IN 1 || c. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town, A 
kesvi. yr, 6mo, 29dey| Baltimore : jE &) 
G. NAME OF HOSPITAL OR er {if not In hospital, give street address) |) d. STREET ADDRESS 8. Ea a? 
Springfield State Hospital, Sykesville 137 N. Broadway ves] _no FX} 
3. Vee First Middle Last 4. Hal Month Day Yoar 
(ype or print) ALICE MAY = WHITE DEATH Peete al 1 1965 
5. SEX 6. COLOR OR RACE Hf ER MARRIED [] i. DATE, OF BIRTH 9. AGE ars | IF UNDER 1 YEAR |IF UNDER 24 HRS. 
y DuOO = il I day) Mi Min. 
female white sts ae voor) 2-20-17 a7 yess Tee aie | 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or forelgn country) ) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY Newport News COUNTRY? 
Machine operator unknown Virginia S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John B. Opdyke Lillian Olsen 
15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (!f yes give war or dates of service) “— 
no Z2I-34-85053 | Records, Springfield State Hospital 
18. CAUSE DF DEATH [Enter only one cause per Jine for (a), (b), and (c).] pach ie) 
PART I. DEATH WAS CAUSED BY: Lb ; ‘ P 
|. IMMEDIATE CAUSE (a) wt a day 
Me es puto Mittal Valve or Rhevmdtic heap? Atsease- | Yad rs 
Conditions, If any, which p ‘ 
gave rise to Immediate ana 35 7 & 
cause (a), stating the - 
underlying cause last. (c). a STA Mea. y Caps 
& | PART II. OTHER SIGNIFICANT CONDITIONS GONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) |{9. WAS AUTOPSY 
= Bare as PERFORMED? 
S Drug Addiction ves [X]_ NOT] 
= | 20a, ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Ii of Item 18.) 
& | OR CONTRIBUTING [7 CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20%. (Clty or town) (County) (State) 
a Hour a.m. While Not While factory, street, office bidg., etc.) 
a 
= p.m. 1g at work L] at work 
21. I certify that (I) (this hospital) ier the deceased from 19. to. 19____, that (1) (we) last 
saw the deceased alive o1 -11 19____, and that death occurred at. 32: 54Mrom the causes and on the date stated above, 
22a. SIGNATURE c 22b. DATE SIGNED 
ATTENDING MED. STAFF 
£- G@ B fogp bic, LoDo. puys. (1 _ikector [1] Pays. bel! 2-11-65 
220. Hi 22d. ADDRESS 
e : 
we) Rinaldo G. Lajonchere, M.D. |Springfield S,ate Hospital, Sykesville _ 
23a, BURIAL CREMATION, 23d, DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) State) 
et . * 
BUR TAL peo 265 Baltimore Cemetery Baltimore 


24, FUNERAL DIRECTOR ‘ADDRESS 
Wm.Cook,Inc., 1217 St.Paul Street, Baltimore 


25a. REC'D BY REGISTRAR 5 felannlay REGISTRAR’S SIGNATURE 


oe EB 16 196 


TO HOSPITAL @.. PHYSICIAN: The law requires that the death certificate be executed within e. after death. 


VR A15 (4) 
15M 4-64 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01969 CERTIFICATE OF DEATH 01957 


rc 

22 fz eA Be pe 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
al 4 a, STATE b. COUNTY 

“ Carroll ree Marylend Montgomery —~ 
= 3 b. CITY OR TOWN (if outside cor PS, limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and glve nearest town) 
Bs write RURAL and give nearest town! 

‘s Sykesville h moe 7 days Burtonsville, pin ¥- 

3 s d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d- STREET ADDRESS a GAA 
8 Springfield State Hospital RFD. yes i_nof 
os 3. NAME OF First Middle Last 4, DATE Month Day Year 

oo DECEASED OF 

3 BeCnSeD = MARGARET WILSON hau February 8 19 65 


5. SEX 6. COLOR OR RACE | 7. MARRIED [~] NEVER MARRIED[-] | © DATE OF BIRTH 


female white winowed []__ivorcen[%}| Sept. 18 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. he Ge eis OR 1L BIRTHPLACE (County & State, or forelyn country) | 12. cata? ‘OF WHAT 


during most of working life, even If p¢tired) 
Wirccratindy Montgomery Cty, Md. Uebel 
13. FATHER’S NAME LW are, 
— : 
_ herccahe th abet, Ape oe Dt 
15. WAS DECEASED EVER INU.S, ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) | (If yes give war or dates of service) 


9. AGE (In years] IF UNDER 2 YEAR|IF UNDER 24 HRS. 
i 3 Irthday) | Months | Days | Hours | Min. 
yrs. 


lease re 


no none Records of Springfield Sta 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (¢).1 INTERVAL BETWEEN 
PART I. DEATH WaS CAUSED BY: coronary occlusion peer oe 
eh IMMEDIATE CAUSE (a). 
= DUE TO 
Conditions, If any, which o)_arteriosclerotic cardiovascular disease years 


gave rise to Immediate 
cause (a), stating the DUE TO 
‘underlying cause last. 


f Health prior to burial, cremation, or removal, 


S ale one brain Syne TON CONRROTINGTOR BUTNOTRE| fe eee eal GIVEN IN PART 1(a) 19, ee eae! 
zi rebral a 
F drome HSSUCs w/e rte: osclerosis uy, psy cho tic ves] No EQ 
i= | 20a. ACCIDENT WAS UNDERLYING 20b.” DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part I! of Item 18.) 
SOR CONTRIBUTING CAUSE OF Di 
| (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED Bees eee me ORY ets cere 20f. (City or town) (County) (State) 
Ss Hour a.m. While Not While factory, street, office bidg., etc.) 
= p.m. 19 at work [_] at work fa) 

21. | certify that (1) (this hospital) attended the deceased from_—Ctober 1, 19 to_February B1965_, that (1) (we) last 


the deceased alive onMebruary 8 19 65 , and that death occurred eee from the causes and on the date stated above. 
~ 226, DATE SIGNED 


o. Ave O'NS > Bitictor (1) Pave, ebruary 8, 1965 
22c,/ PHYSICIAI 22d. ‘Spring 2 s, 
NAME {1¥De) Joseph C, ee MeDe an ngfield State Hospital, Sykesville 


URIAL, gen" | 23d. DATE THEREOF NAME OF CEMETERY OR CREMATORY 23d. AOCATION (city, town or county) Gtate) 
EMOYAL (Specify) / 
- Nab S (a 
/, REC'D BY REGISTRAR | 25D. REGISTRAR'S SIGNAT 


director, page 3 should be detached for use as the burial-transit permit. Then 


should be filed with the State Dept. o 


24, FUNERAL ia ADDRESS 2 
fCorks 


Donaldson funeral Home, 313 Talbott Ave., Laval, H&B 15 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01970 CERTIFICATE OF DEATH 01958 


jours after death. 


thin 


7] = 
S28 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
aie a: CCURrY a. STATE b, COUNTY 
a 
Zoe MARYLAND Maryland Carroll 
bea Ss) b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b |! c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
Bee write RURAL and give nearest town) \ ‘ 2 
£8 5 days / Rural Sykesville 
3 5x/ d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) || d. STREET ADDRESS 8. beets He 
= oe 5 
= Carroll County General Hospital / R.F.D. ves] no 
3. Foes. First Middle Last 4, DATE Month Day Year 
2 - 
ese (ype or print) 7 S. WILSON DEATH ee 1% 0GSq 
Ses 5, SEX 6. COLOR OR RACE | 7, MARRIED fZ} NEVER MARRIED [|| & DATE OF BIRTH 3. AGE fin re IE UAE Mae eOr y 
wea jonths | Days F 
555 M White WiboweD [7] piorceo {April 30.1902 62 yrs. 
e as 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
3 33 during most of working life, even If retired) INDUSTRY COUNTRY? 
Bas f State Hospital| Carroll Co. Maryland U.S.Ae 
oa =e . FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
mos 
Ses Cal arence Wilson Mary E. Stilely 
2 2 e 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
Bes (Yes, no, or unkown) | (I fyes Dive war or dates of service) F _ E 
eee No 219-12-1372| Mrs Hilda P.Wilson Sykesville, Md. 
B53 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
es PART |, DEATH WAS CAUSED BY: > ONSET AND DEATH 
~ES (PART |. DEATWMEDIATE CAUSE @_/7CUTE /NYocweDIAkL KH A/uUeE & HOURS 
Pham Japs ¢ 
“7 f DUE To 


Conditions, if any, which om _CoOoR Purcmon are Monts 
gave rise to Immediate % 


cause (a), stating the ( DUE TO 
Farrier @—__CrRonie LYNG Disease | Yienes 


The law requires that the death certificate be executed wi 
or attending physician. 


FS PART II. DTHER SIGNIFICANT CDNDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TOTHE TERMINAL DISEASE CONDITIONGIVENINPART1(a) 19. bin 
, if ee 

Ols Bo Nits PNEUMONIA ves] No fi 
& | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
& | OR CDNTRIBUTING [} CAUSE OF DEATH 
© | (IF EITHER, NOTI EDICAL EXAMINER) 
g 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY(Home,farm,] 20f. (Clty or town) (County) (State) 
a Hour a.m, white Not While factory, street, office bldg., etc.) 
a 
= p.m. 19 at work at work 


21. I certify that (1) (this hospital) attended the deceased from eb fia _, 1923, tp_<2//7__, 19437 that tl) (we) last 


saw the deceaséd alive on__—=-// 7 __19¢ 5 and that death occurred at 25M, from the causes and on the date stated above. 
22a, SYGNATURE 22b. DATE SIGNED 


/ . ATTENDING ED. STAFF Ve fy a 
L142 cen Glves a A. M.D. PHYS. hier O PHYS. ol a, Li F/yS5 
L/ 4 


22¢,-PHYSICIAN'S res ADDRESS 


- NAME (Type) 
i Westminster, Md. 
23a, ce ae al 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (city, town or county) (State) 
REMOVAL (Specify) 
MN 


Burd al 2/21/65 fessiah Lutheran Carroll Co. Md. 
24, FUNERAL ECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
C.M.Waltz Box a4 Sykesville, Md. DATE FFB 23 1 5. feleorleg Jeedpe 


led with the State Dept. of Health prior to burial 


Page 4 may be retained by the hospi 
TO FUNERAL DIRECTOR: After this certificate has been si 


director, page 3 should be detached for use as the bt 


TO HOSPITAL 9... PHYSICIAN 
should be fil 


